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Abstract 
 
The breastfeeding body is a site of complex, contested, and conspicuously moralised practices that 
has long been a focus for research in the social sciences through to the arts and humanities. Often 
too the maternal, lactating body is situated within a biomedical frame that marks the milk-producing 
body as problematic, failing, and subject to and object of expert knowledges. In this frame, women 
who identify as producing “not enough milk” to feed their babies have been a significant focus. 
Despite this extensive attention, however, there is little research that has explored women’s 
experiences of and body practices enacted in relation to continued breastfeeding alongside ongoing 
milk insufficiency, nor the act of milk sharing as a specific response to this bodily insufficiency.  
In this thesis, I describe and discuss my research with 13 women who have faced difficulties in 
breastfeeding based on a shared experience of ‘chronic milk insufficiency’. I also focus on the act 
of milk sharing as one response to this insufficiency. Through analysis and discussion of in-depth 
interviews and observation, I explore how women enact and experience body practices at the 
intersection of breastfeeding, milk insufficiency, and milk sharing.  
My critical exploration of breastfeeding, milk insufficiency, and milk sharing as interrelated body 
practices and modes of meaning-making is informed by, and also informs, the use of a conceptual 
frame developed through articulation with corporeal and post-constructionist feminism, and ideas 
from Deleuze and Guattari’s work such as deterritorialisation, complex assemblages, flows, desire, 
and (inter)corporeality. I employ this rhizomatic, cyborg conceptual frame to analyse women’s 
body practices with reference to a number of Deleuzo-Guattarian thematic strands including 
expectations and beginnings, incorporation and avoidance, the fragmenting body and complex 
assemblages, creative corporeality and body extension, and becoming-(breastfeeding-)woman.  
In situating embodied knowledge relative to creative body practices, and highlighting the spaces 
between bodies and the tension between normative and resistive body practices, I disarticulate and 
reterritorialise a range of ideas about maternal, lactating bodies. Taken together, these support the 
conceptualisation of continued breastfeeding in the context of ongoing insufficient milk as a 
creative, resistant (inter)corporeal act. I further discuss this creative (inter)corporeality in terms of 
its pragmatic and conceptual implications for anthropologists and social scientists more broadly, as 
well as for health professionals and others working with pregnant and breastfeeding women.  
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Anomalous Deleuze and Guattari (1987, p. 286) refer to the anomalous as “neither an 
individual nor a genus; he is the borderline” of a social formation. I have 
used the term anomalous throughout this work to refer to those women 
whose body work situates them on or across the established normative 
edge of the sociocultural context.  
Assemblage ‘Assemblage’ is a Deleuzo-Guattarian concept that refers to social 
formations in terms of heterogeneous objects, and the connections (or 
relationships) formed and reformed between these objects. Within such 
formations, objects are not fixed or stable, but rather are in constant 
movement and are defined in terms of their relation/s with other objects.  
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another” (Deleuze & Guattari 1987, p. 103).   
Assemblages may also be collective assemblages of enunciation, composed 
of “acts and statements, of incorporeal transformations attributed to 
bodies” (Deleuze & Guattari 1987, p. 102-103). 
Becoming-  Becoming- refers to a process of movement, change, or flight within an 
assemblage, through which one element of the assemblage moves into (or 
is drawn) into the territory of another element/body. The constant 
movement involved in becoming- changes the body through the creation 
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Body The ‘body’ is understood by Deleuze and Guattari in terms of its effects, 
and what it can do. Bodies are material and affective, and also have 
incorporeal transformations attributed to them. The body is therefore “the 
sum total of the material elements belonging to it [and]…the sum total of 
the intensive affects it is capable of” (D&G 1987, p. 304).  
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Borderline The edge or fringe of a social formation, characterised by the anomalous 
position identified above. The borderline may be approached, retreated 
from, or transgressed (Deleuze & Guattari 1987, p.286-288).  
BwO  The Body without Organs (BwO) is a concept developed by Deleuze and 
Guattari that refers to a “continually self-constructing milieu” (D&G 1987, 
p.191) opposed to the imposition of organisation. The full BWO is 
considered an aspirational state, therefore one that is never reached.  
Desire  ‘Desire’ is considered by Deleuze and Guattari to be a productive and 
stabilising force that acts on and is implicated in bodies and assemblages, 
causing them to coalesce. Desire may also have a destabilising effect that 
breaks apart such social formations (Deleuze & Guattari 1987, p. 465-467; 
Muller & Schurr 2016, p.8).  
Dualist /  
Non-dualist  
 
A dualist framework is based on a dichotomy of two related elements, and 
their separation and separate treatment and analysis. One element is often 
subjugated to the other in a relationship of power. Cartesian dualism is 
based on the distinction between body and mind, and is further apparent in 
the dichotomies of body/society, nature/science, nature/culture, and 
materiality/culture. Such distinctions underpin many of the 
conceptualisation of women’s bodies discussed throughout my work.  
A non-dualist (or ‘anti-dualist’) framework considers the two elements 
(e.g. body/mind) as equal and necessarily integrated. Hausman (2003), van 
Esterik (1989), and Bartlett (2005) advocate a non-dualist approach to the 
consideration of breastfeeding that combines an appreciation of scientific 
knowledges with an understanding of breastfeeding as a cultural form that 
both enacts and is subject to gendered social structures. 
Line of flight  The moment of movement of a body across two territories.  
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Territorialisation / 
Deterritorialisation / 
Reterritorialisation 
Territorialisation refers to the stabilising of bodies in particular space 
through the operation of State thought/apparatus. Bodies can resist and leave 
such spaces (deterritorialisation), and re-enter other space 
(reterritorialisation). The movement of bodies out of and/or into spaces 
(“territories”) occupied by other bodies involves the creation and 
fragmentation of connections in the process.  
Trans-dualist  The idea of trans-dualism or a trans-dualist approach as I use it here is drawn 
from the work of Lam (2015). It refers to a framework that recognises the 
materiality of bodies, the construction of social meaning, and the mutually 
constitutive and deconstructive aspects of both relative to the operation of 
power. Such a framework stands against the dichotomy of essentialism and 
constructionism that characterises numerous feminist approaches. Instead, it 
involves critical incorporation of situated knowledges from both 
perspectives with the goal of “a feminist strategy incorporating the diversity 
of women’s experiences to bridge theory and practice” (Lam, 2015, p. 65).  
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CHAPTER 1 
Introduction 
 
Beginning to think with bodies: You hold your tiny, pink, slippery, squawking just-born baby as he 
wiggles and roots around, using touch and smell to find the breast. He attaches for his first feed. 
This is just as you’d imagined, together-alone in a post-partum bubble of hormones and skin-to-skin 
contact and milk-drunkenness. This is a new normal of known-but-unknown dimensions. 
Throughout the first week, your baby feeds frequently – constantly, even. That’s normal, they say. 
Just keep feeding him every time he makes a sound. Your baby barely takes a break from feeding, 
napping in short stints and waking frantic. Friends and family bring meals and cake and unsolicited 
advice. Not everyone gets engorged after birth. Some babies are unsettled. Just keep feeding. Have 
you tried fenugreek? A midwife drops in and weighs your baby, and makes disapproving noises: 
He’s lost more than 10% of his birthweight. He’s not gaining. You’ll need to supplement with 
formula. You’re confused and confronted by an unanticipated assault on your maternal abilities, but 
nonetheless, you get to work. There are medications and herbal supplements to take, breast pumps 
and breastmilk collection kits to buy, professional lactation advice to obtain, expressing to be done, 
top-ups to be given, detailed notes to be kept. You turn inward, focused on strategies to make your 
body do more, intent on avoiding formula or, worse, ceasing breastfeeding altogether. You use a 
hospital grade electric breast pump and produce mere drops. You scour the internet for reassurance 
that slow gaining babies are still healthy babies; that some babies just produce fewer dirty nappies. 
Supportive family and friends start to retreat. You should look after yourself. Happy mum, happy 
baby. Not everyone can breastfeed. You ignore them, and look outward now to connect with other 
networks: of women with self-diagnoses of underdeveloped breast tissue, those with hormonal 
imbalances, those with babies who can’t attach. You look further, to networks of women who share 
their surplus breastmilk, and to support groups for users of devices that seek to replicate at-breast 
feeding. You drive for hours to pick up other women’s breastmilk, coming home again to feed it to 
your child through a tiny silicone tube taped to your breast. This regime of body work is the new, 
reiterative version of your new-normal – no longer together-alone in dyadic sufficiency, but 
branched out and interconnected.  
This is what continued breastfeeding alongside long-term milk insufficiency looks like.   
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Focusing the research at the intersection of breastfeeding, milk insufficiency, and milk 
sharing 
Several years ago, I developed a more-than-passing interest in bodies. My own pregnancy, birth, 
and breastfeeding experience at that time fostered a particular interest in female, maternal, lactating 
bodies. On further investigation it struck me that, while there is plentiful literature and analysis 
focused on women’s bodies, women’s experiences of pregnancy and birth, the ways women 
experience breastfeeding, and why women often cease breastfeeding long before they consider 
themselves ready to do so, there is little written about women who experience ongoing milk 
insufficiency and who continue to breastfeed. There was also little in the literature which focused 
on how the act of sharing breastmilk is implicated in this experience. I set about exploring the ways 
in which women enact body practices at the intersection of breastfeeding, milk insufficiency, and 
milk sharing.  
In attempting to understand women’s experiences of this often-critical intersection in their 
development of a female/maternal identity, I encountered rich and diverse descriptions of complex 
bodies and body work focused on women’s own bodies, on extending bodies through the use of 
lactation aids, on sharing of milk and bodies with other women, and on preparing bodies for future 
pregnancies and breastfeeding relationships. These encounters are juxtaposed with the extensive 
research literature evident across the social sciences through to the arts and humanities, in which the 
breastfeeding body is a site of complex, contested, and conspicuously moralised practices. Such 
research attention is also often situated within a biomedical frame that marks the milk-producing 
body as problematic, failing, and necessarily subject to and object of expert knowledges. My 
research therefore responds to this gap, through analysis of the complex ways in which choices 
about infant feeding interact with women’s maternal identity work and subjective experiences of 
parenting more broadly.  
As a means of comprehending women's experiences and understandings of body practices as these 
relate to infant feeding, I have focused on women who have faced difficulties in breastfeeding. My 
work has involved in-depth interaction with more than a dozen women, in person and online over 
the course of the research. Using  'chronic milk insufficiency' as a category for identifying and 
framing ethnographic observation, interviews, and discussion of how body practices are enacted and 
sustained in problematic circumstances, I have explored how women make, experience, and 
manifest choices in the context of bodily insufficiency.  
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I also focus on the act of milk sharing as a response to insufficiency, and its relationship to modes 
of meaning-making through body practices. Significant recent work has been undertaken with 
respect to the mechanisms, risks, health impacts, and historical and sociocultural conditions of milk 
sharing (Carroll, 2012; Carroll & Herrmann, 2013; Gribble & Hausman, 2012; Hassan, 2010; Shaw, 
2004b, 2005; Swanson, 2011; Thorley, 2008a, 2008b, 2009, 2012a, 2012b). However, this research 
does not address the sourcing and use of milk as a mode of meaning-making relative to the 
problematic of milk insufficiency.  
Taken together, these gaps point to the question that has guided my research: How do women 
experience and enact body practices at the intersection of breastfeeding, ongoing milk insufficiency, 
and milk sharing? In addition to my identification of these gaps in the literature, I have also noted 
that little available work employs milk sharing as a focus for articulation of Deleuzo-Guattarian 
ideas of fluidity, body practices and body work, and the agency and intercorporeality of women and 
bodies in this context. My critical exploration of breastfeeding, milk insufficiency, and milk sharing 
as interrelated body practices is therefore informed by, and also informs, engagement with Deleuze 
and Guattari’s work, including ideas such as deterritorialisation, complex assemblages, flows, 
desire, and (inter)corporeality. I further develop my conceptual frame through critical consideration 
of corporeal and post-constructionist feminism. Using this hybrid approach, I analyse women’s 
body practices with reference to a number of Deleuzo-Guattarian-inspired thematic strands 
including expectations and beginnings, incorporation and avoidance, the fragmenting body and 
complex assemblages, creative corporeality and body extension, and becoming-(breastfeeding-
)woman. Following from this, I interrogate how and why anthropologists and other social scientists 
might seek to better understand this interaction, and the complex social meanings ascribed to infant 
feeding and related body practices.  
 
Situating bodies: a review of the literature   
Women’s bodies – and especially when they are pregnant, birthing, or breastfeeding – are subject to 
a large degree of scrutiny, moral judgement, and attempted (and actual) control. Such scrutiny and 
control is most often formed out of biomedical discourses that conceptualise women’s bodies as 
problematic, failing, and troublesome, and that conceptualise the bodily processes and practices 
undertaken by women within a model of illness/disease and risk management (for discussion, refer 
Apple, 1987; Lupton, 2011, 2012, 2012b).  
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Women themselves possess a range of differing, sometimes conflicting, understandings of their own 
and their infants’ bodies, and the practices enacted by and with those bodies. These understandings 
sit along a complex spectrum ranging from negative to positive, with most incorporating elements 
of both, as well as referencing a diverse array of reasoning and justification for infant feeding 
decisions. Faircloth (2009, 2011a) notes that women’s discussions of their reasons for 
natural/extended term breastfeeding are often situated with reference to emotional affect, 
characterised by descriptions such as “it feels right in my heart” (Faircloth, 2011a). Schmied and 
Lupton (2001, 2010) contextualise infant feeding decisions in relation to the various ways that 
women understand and may seek to (re)exert their own bodily control. The work of Sheehan, 
Schmied & Barclay (2010, 2013; Sheehan, Schmied, & Cooke, 2003) provides additional insight, 
noting that women’s infant feeding decisions in the immediate post-partum period and initial few 
months of mothering articulate the variability and incongruities characteristic of that time and 
experience.  
In the following sections I seek to capture this diversity by discussing a range of key 
anthropological and feminist approaches to the female body and breastfeeding. As well, I highlight 
the contemporary grounding of breastfeeding policy, practice, advocacy and peer support within a 
biomedical frame. I elaborate on my research focus with reference to the research literature on milk 
insufficiency, and on the sharing of breastmilk between women. I also incorporate discussion of the 
sociocultural context of infant feeding as a means of distinguishing “normal” and “normative” (or 
usual) infant feeding practices and what these look like in Australian, United States and United 
Kingdom contexts. This helps to establish a conceptual baseline for my subsequent description of 
women’s body practices, and discussion of how those practices and bodies are positioned relative to 
the boundaries of social domains.  
The following also incorporates a brief articulation of theoretical and conceptual perspectives 
relevant to my work. A more in-depth exploration of corporeal feminism, post-constructionist 
feminism, and Deleuzo-Guattarian ideas is provided in Chapter 3.  
 
Maternal bodies: breastfeeding, morality, and identity work  
Several ways of conceptualising female lactating bodies emerge through anthropological analyses 
in which bodies are understood as constructed by and inscribed with social and cultural meaning 
and specificity. Breastfeeding is an embodied cultural practice that is both meaning-making and 
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subject-to-meaning in this context. Scheper-Hughes’ (1984) anthropological investigation of 
mothering and infant mortality in Northeast Brazil found that complex cultural and economic 
conditions shape infant morbidity and mortality, through the production of conditions of maternal 
deprivation that inform mothers’ approaches to infant care. In particular, economic marginalisation 
of women intersects with the emergence of breastmilk substitutes, creating the conditions for 
women’s “selective neglect” of infants and the proliferation of Insufficient Milk Syndrome. Maher 
(1992) also concludes that sociocultural, economic and political context in many ways determines 
mothers’ approaches to infant care, moving beyond the singular role of maternal physiology in 
breastfeeding outcomes, for example. These works demonstrate the ways in which sociocultural 
specificities are manifested in medical and healthcare approaches to the (maternal) body, in social, 
cultural and family group conceptualisations and knowledges of infant feeding, and in individual 
women’s understandings, moral decision-making, and body practices.  
Van Esterik (1989, 1994), Hausman (2003), and others recognise breastfeeding as both cultural 
practice and biological function, situated in diverse social settings and influenced by a complex web 
of expectations, information, physiology, advice, emotion, family history, and other factors. 
Groleau and Rodriguez (2009, p. 82), for example, conceptualise breastfeeding as both bodily 
experience and as related to “the collective voices and asymmetry of the social relations in which 
infant feeding choices are embedded”. Similarly, Blum (1993) argues that critical consideration 
must be made of the lived reality and social structures that shape women’s diverse experiences of 
motherhood, and applies this logic to the particular instance of breastfeeding through 
acknowledgement and analysis of the (often androcentric) barriers which restrict “access to 
breastfeeding” (Blum, 1993, p. 399). Manderson’s (e.g. 1984) early work on infant feeding 
complements that of Scheper-Hughes (1984), identifying a number of sociocultural factors that 
impact women’s decision making capacities and shape breastfeeding understandings and 
approaches. As seen in the following analysis and discussion, my work reflects the complex and, at 
times, confusing articulation of body practices and infant feeding choices that also characterised the 
experiences of informants in Manderson’s research. Such practices and choices are not clear-cut. 
Liamputtong’s contribution to the literature on infant feeding further highlights the broad-ranging 
sociocultural issues that impact breastfeeding initiation, exclusivity, and duration. These issues 
include patterns of employment and women’s return to work, presence or otherwise of social and 
familial support mechanisms, and cultural understandings and beliefs around lactation 
(Liamputtong, 2011; Liamputtong & Kitisriworapan, 2011; Sulaiman, Liamputtong, & Amir, 
2016). The above works is echoed in Lam’s (2015) assertion, framed by a new materialist, post-
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constructionist perspective, that the work of bodies exists in a space that is created both out of 
biological materiality and by cultural meaning-making.  
Social science research about infant feeding also encompasses consideration of the complexities of 
maternal identity work and its interrelationship with body practices involved in breastfeeding and 
experiences of bodily insufficiency. Avishai (2007, 2011) demonstrates mothers’ approach to 
breastfeeding as a ‘project’ to be managed within the ideological frame of intensive mothering, 
whereby the lactating body is a site for management, control and planning. In contrast, much 
breastfeeding information in peer support and also public health is pervaded by “emphases on 
pleasure, embodied subjectivity, relationality, and empowerment” (Avishai, 2007, p. 136; also 
Smith, Hausman, & Labbok, 2012; Taylor & Wallace, 2012). Schmied and Lupton (2001, p. 239) 
expand on this, acknowledging the contrast between mothers’ co-existing experiences of “pleasure 
and intimacy” within a competing frame of breastfeeding as a “difficult, unpleasant and disruptive 
experience”. Their work informs an understanding of the complex sociocultural and economic 
context of women’s experiences of breastfeeding, and recognition of breastfeeding as “a crucial part 
of maternal identity” (Schmied & Lupton, 2001, p. 238) that encompasses both “intimate 
connection” as well as disruption, disconnection, and loss of agency. The experience of and feelings 
aroused by breastfeeding are complex and often conflicting responses to equally complex social and 
cultural ideals related to motherhood (see also Carter, 1995; Crouch & Manderson, 1993).  
Several authors have analysed breastfeeding as a particular form of moral work with implications 
for the scrutiny of maternal subjects and ideas of ‘breastfeeding mothers as good mothers’ (Barston, 
2012; Lee, 2008; Ryan, Bissell, & Alexander, 2009; Shaw, 2004a; Thorley, 2012d; Wall, 2001; 
Wolf, 2011). Murphy’s analysis of women’s accounts of infant feeding decisions references the 
sociology of deviance to highlight these constructed and defended “choices [as] irreducibly moral” 
(Murphy, 1999, p. 188). Her work confirms Faircloth’s (2009, 2011a, 2011b) analysis of mothers’ 
use of accountability strategies to discuss their extended breastfeeding choices. Both authors 
explore the ‘good mother’ rhetoric and moral(ised) positionings inherent in women’s breastfeeding 
decisions (see also Marshall, Godfrey, & Renfrew, 2007). As well, Tomori, Palmquist and Dowling 
(2016) interrogate breastfeeding as an act that evokes both “moral and physical danger” (p. 178) for 
women who then enact stigma management strategies to negotiate this body practice and the 
broader social domain.  
These authors acknowledge the contextual complexity and often contradictory experiences of 
breastfeeding and maternal agency. They have helped me to define the intersection of breastfeeding, 
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bodily insufficiency, and milk sharing as a domain where women’s experiences, agency, and body 
practices are paramount. Combined with Bartlett’s (2002, 2005) and Grosz’s (1994) discussions of 
corporeal feminism, these works also emphasise the potential for women’s body practices – and 
breastfeeding in particular – to unsettle moral certainties, challenge discursive authority, and 
subvert dominant biomedical perceptions of bodies, their functions, and their social and cultural 
positions. Further, Wall (2001, p. 606) notes that the research landscape “highlights the need for 
feminists to pay attention to what is being said about women in general, and mothers in particular, 
in the discourse that currently surrounds breastfeeding” (see also Bartlett, 2002; Carter, 1995, p. 
215; Kawash, 2011). In my own research I aim to privilege what is said by breastfeeding women 
themselves about their experiences, agency and body practices (see also Mahon-Daly & Andrews, 
2002; Sheehan et al., 2010), and to appreciate the relationship of these to ideas of maternal identity.   
 
Regulated bodies: risks and the biomedical gaze  
Alongside its location within the domain of maternal identity work and sociocultural context, the 
breastfeeding body has also been subject to and object of an intensive medicalised gaze. Implicated 
in this gaze is a common conceptualisation of the female body as anarchic and out of control, of 
female sexuality as problematic, and of the products of women’s bodies as inherently risky (Apple, 
1987; Van Esterik, 1989). The lactating/breastfeeding body is conceptualised in similar ways – as 
uncontrolled, leaky, inappropriately responsive, frequently insufficient, and in need of the rational 
knowledges and management approaches of medical and allied health professionals, and of mothers 
educated in and informed by professional discourses (Avishai, 2007, 2011; Blum, 1993; Carter, 
1995, p. 32; Grosz, 1994). Breastmilk itself, and the act of sharing milk, is often subject to 
bureaucratic and medical oversight in hospital and milk bank settings, for example (Carroll, 2012; 
Gribble, 2013; Zizzo, 2011). This transposes a preoccupation with notions of purity and danger 
common across biomedical and other social domains into the realm of breastfeeding. Lupton’s work 
(2012, 2012a, 2012b) and review of research on pregnancy and infant feeding in the context of the 
‘risk society’ also highlights the scrutiny to which women’s bodies are subjected, and the 
intensification of that gaze when those bodies are engaged in gestating, birthing and lactating in 
particular. Women are deemed responsible for an exhaustive and exhausting litany of “self-
management and surveillance” (Lupton, 2012b, p. 3) to safeguard infants at all stages including pre-
conception, in utero and post-partum.  
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Within this specific biomedical frame, there is little challenge to the language of control and 
management that applies to women’s bodies, in particular their women’s bodies-while-
breastfeeding. Instead, language used implies failure, insufficiency, and the need to conform body 
practices to biomedical parameters. Meanwhile, “[b]reast-feeding women are rarely cited as 
experts” (Zeitlyn & Rowshan, 1997, p. 65) in their own bodies and physiology. The increasing 
professionalisation of midwifery, lactation consultancy, and the medicalisation of breastfeeding 
knowledge also tends to displace individual women, and decentre their experiences and body 
practices (Bartlett, 2002, p. 376; Carroll & Reiger, 2005; Dykes, 2005a, 2011; Koerber, 2005; 
Schmied, Sheehan, & Barclay, 2001). Social science literature, and in particular that from a medical 
anthropology and health sociology perspective, has made concerted attempts to critically interrogate 
such conceptualisations (Crouch & Manderson, 1993; Lupton, 2012, 2012b; Manderson, 1984; 
Minchin, 1998; Van Esterik, 1989). The influence of this research on the thinking, language and 
practice of biomedical and public health domains has been limited, however. Such critical 
interrogation therefore often remains more academic than practical in its dissemination and impact, 
as seen in the continued emphasis on safety and risk in healthcare discourses around women’s 
bodies. In Australia, this manifests in a biomedical discourse that criticises women’s enactment of 
specific choices in body practices such as homebirth (Women's Health Committee RANZCOG, 
2014; Licqurish & Evans, 2016; Australian College of Midwives, 2014). While practices such as 
homebirth, in particular, have more support from the medical establishment in the UK, official 
position statements nonetheless retain a focus on a biomedical assessment of ‘low risk’ before 
deeming women suitable to access this option (Royal College of Obstetricians and Gynaecologists 
(RCOG)/Royal College of Midwives (RCM), 2007).   
The medicalisation of breastfeeding also shapes the public health landscape, reflected for example 
in the United Nation’s World Health Organization’s Global Strategy on Infant and Young Child 
Feeding (World Health Organization (WHO), 2002) and the related International Code of 
Marketing of Breast-milk Substitutes (WHO, 1981). At a national level, it is further translated into 
Australia’s Infant Feeding Guidelines (National Health and Medical Research Council (NHMRC), 
2013) and Agreement on the Marketing in Australia of Infant Formulas (MAIF) Agreement 
(Advisory Panel on MAIF, 2003). Implementation of programs such as the Baby Friendly Hospital 
Initiative in Australia and elsewhere also aims to develop improved breastfeeding knowledge 
amongst hospital staff, and to enhance structural mechanisms that support increased breastfeeding 
rates (Abrahams & Labbok, 2009; Thorley, 2012d). Despite the ongoing work of the UN, national 
governments, advocates, and health professionals, “relatively few infants anywhere in the world are 
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fed according to the recommendations” (Berry, 2012, p. 55) established by the WHO, and less than 
20% of signatory countries have passed laws comprehensively reflecting the WHO Code 
recommendations (WHO, 2013). The general decline in breastfeeding initiation, duration and 
exclusivity rates is also attributed to factors including the shift towards ‘scientific’ parenting ideals 
which in many cases are inimical to the establishment of breastfeeding. Examples of these include 
strict feeding schedules and the perceived superiority of formula over human breastmilk (Apple, 
1987; Brown cited in Davis, 2016; Maher, 1992; Thorley, 2012c). A largely unregulated infant 
formula market that sidesteps the WHO Code has also impacted infant feeding practices through a 
reshaping of normative feeding conceptualisations, and has immediate and longer term impacts on 
breastfeeding initiation and continuation rates (Berry, Jones, & Iverson, 2010; Rosenberg, Eastham, 
Kasehagen, & Sandoval, 2008; seen in the work of Scheper-Hughes, 1984). In combination with a 
generational loss of familial exposure to breastfeeding, and a resultant loss of social knowledge of 
lactation physiology and normal baby behaviour (Berry, 2012; Clark Vickers, 2012; Thompson, 
Kildea, Barclay, & Kruske, 2011), these factors have worked against attainment of breastfeeding 
goals at an individual and population level. A comparison of Australian, UK and US breastfeeding 
rates (refer Table 1, below) highlights the varied impact of these factors.  
Breastfeeding peer support groups represent another response to this decline in breastfeeding rates 
(Berry, 2012; Bolton, Chow, Benton, & Olson, 2009; Thorley, 2012d), and include organisations 
such as the Australian Breastfeeding Association (ABA), and La Leche League International 
(LLLI) in the United States, Canada and New Zealand. These organisations provide mother-led 
support, engage in community education, and are involved in breastfeeding advocacy through 
awareness campaigns, education for health professionals, and engagement with government bodies 
as a means of influencing infant feeding guidelines, policy, and promotion (ABA, 2014). 
Several feminist authors suggest that the “totalizing construction of motherhood” (Blum, 1993, p. 
303) often taken up by such mother-led and mother-focused support groups is problematic. They 
argue that there is a tendency borne of such a framework to discount women’s agency, bodily 
autonomy, and pre-existing informedness, and to neglect structural constraints that shape women’s 
breastfeeding experiences (Avishai, 2007, 2011; Hausman, 2003, 2004; Smith et al., 2012, p. 284; 
Van Esterik, 1994). This perspective on motherhood intersects, as well, with a public health dogma 
which views an increase in breastfeeding rates as self-evidently right (Abrahams & Labbok, 2009; 
Chan, Nelson, Leung, & Li, 2000; Clark Vickers, 2012; Dennis, 2006; Olang, Heidarzadeh, 
Strandvik, & Yngve, 2012; Renfrew, Woolridge, & Ross McGill, 2000). Together, this can produce 
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what Carter (1995, p. 32) characterises as a kind of censorship or omission of women’s experiences 
by a dominant framework and academic research that privileges medical knowledge as key. 
Schmied and Lupton (2001, 2010) aim to move beyond accounts of breastfeeding as “individual 
choice and rational decision making” (Schmied & Lupton, 2001, p. 235), and beyond a biological 
focus which presents breastfeeding as ‘natural’. Rather, they indicate the importance of 
understanding breastfeeding as a complex biosocial act. Bartlett (2005, p. 172) echoes this, 
emphasising the potential of a creative corporeality underlined by women’s constant negotiation of 
the contested and complex meanings of their bodies within an often “highly scrutinised domain” of 
social practice (Faircloth, 2011a, p. 284).  
 
Normal/normative bodies: breastfeeding in sociocultural and demographic perspective  
Breastfeeding is understood within a public health frame as the physiologically normal way to feed 
human infants (e.g. Brodribb, 2012; NHMRC, 2013; WHO, 2002), and the use of breastmilk 
substitutes and alternative methods of feeding as entailing demonstrable increases in risks to both 
the infant and the breastfeeding woman. In particular, even in circumstances where available water, 
hygiene, and sanitation facilities and formula preparation equipment are adequate, infants who are 
not breastfed are viewed as at an increased risk of respiratory, ear, and gastrointestinal infections, 
obesity and related illnesses including Type 2 diabetes mellitus, atopic dermatitis, and 
hospitalisation for secondary infections (McNiel, Labbok, & Abrahams, 2010). For premature and 
low birth weight infants, formula feeding also significantly increases the risk of late onset sepsis, 
triples the risk of necrotising enterocolitis (Schanler, Lau, Hurst, & Smith, 2005), results in 
increased duration of hospitalisation (Quigley & McGuire, 2001), and does not confer the same 
range of ‘non-nutrient benefits’ (Henderson, Anthony, & McGuire, 2001) as maternal breastmilk 
and at-breast feeding. Recent research has also focused on the role of maternal breastmilk in the 
development and protection of gut health and the ‘microbiome’ in infancy and beyond (e.g. Jakaitis 
& Denning, 2014; Lemas et al., 2016).   
This evidence base informs the conceptualisation and representation of breastfeeding by public 
health agencies in Australia, the US and the UK. In particular, public health recommendations 
indicate that exclusive breastfeeding for around 6 months, followed by continued breastfeeding 
alongside the introduction of complementary foods, is optimal (American Academy of Pediatrics, 
2016; McAndrew et al., 2010; NHMRC, 2013; UK Department of Health, 2003; WHO, 2002). As 
noted above, these recommendations are reflected in the professional knowledge base of lactation 
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consultants (e.g. International Lactation Consultant Association, 2013), flow directly into the 
discourses of breastfeeding support organisations such the ABA (2014) and LLLI (2016), and shape 
mothers’ understandings and discourses around infant feeding. The shaping of mothers’ 
comprehensions of infant feeding practices can be seen in my later analysis (in Chapter 4, 
especially).  
Despite the consistency of these recommendations over the last 30 years, however, breastfeeding 
rates in Australia, the US and the UK have come to reflect formula feeding as the normative infant 
feeding practice. Table 1 outlines breastfeeding initiation, continuation and exclusivity rates in these 
three countries, based on available data from 2010-2016.  
Initiation at birth  3 months  6 months  12 months 18 months 
Australia (2010)
1
  
96%  39% exclusively 
breastfed 
70% receiving 
some breastmilk 
15% exclusively 
breastfed 
60% receiving 
some breastmilk  
40% receiving 
some breastmilk  
18% receiving 
some breastmilk  
United States (2016)
2
 
75% ~35% exclusively 
breastfed 
~60% receiving 
some breastmilk  
15% exclusively 
breastfed 
44% receiving 
some breastmilk  
~25% receiving 
some breastmilk  
<10% receiving 
some breastmilk  
United Kingdom (2010)
3
 
81% <10% exclusively 
breastfed 
34% receiving 
some breastmilk  
1% exclusively 
breastfed  
25-35% receiving 
some breastmilk  
1 in 200 babies 
receiving some 
breastmilk  
(No population 
data available)  
Table 1: Comparative overview of breastfeeding initiation, exclusivity and duration rates 
                                                     
1
 Australian Institute of Health and Welfare (2010) 
2 
Centers for Disease Control and Prevention (2016) 
3 
McAndrew et al. (2010) 
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Factors including the lack of maternity leave provisions in the US (and North America more 
broadly), sociocultural context and public attitudes towards breastfeeding, and common birth 
practices and perinatal outcomes are understood to contribute to women’s experiences and lowered 
rates of breastfeeding in that country (Hobbs, Mannion, McDonald, Brockway, & Tough, 2016; 
Mirkovic, Perrine, Scanlon, & Grummer-Strawn, 2014; Ogbuanu, Glover, Probst, Liu, & Hussey, 
2011). In the UK, and elsewhere, it has been theorised that the emergence and widespread influence 
of infant formula as a predominant mode of infant feeding has impacted breastfeeding rates. This 
sits alongside negative public attitudes, women’s employment patterns, and the prevalence of 
routine-based parenting approaches that are often inimical to the establishment and maintenance of 
breastfeeding (Baxter, Cooklin, & Smith, 2009; Clark Vickers, 2012; Brown cited in Davis, 2016). 
In Australia, similar factors contribute to breastfeeding cessation patterns, with women reporting a 
lack of social and health system support for breastfeeding. This, together with the normalisation of 
formula use including early supplementation in hospital, increasing rates of caesarean section 
deliveries, and entrenched approaches to infant feeding in the first month post-partum are 
significant in driving patterns of breastfeeding behaviour (Amir & Donath, 2009; Ayton, van Der 
Mei, Wills, Hansen, & Nelson, 2015; Baxter et al., 2009; Berry et al., 2010; Thompson et al., 2011).    
The above highlights the important distinction between what is understood as normal and what is 
normative in terms of infant feeding practices in the Australian, US and UK contexts. My research 
therefore parallels and further highlights tensions in the available literature between public health 
recommendations, sociocultural paradigms, and lived reality. This is significant in establishing a 
biosocial perspective that encompasses both a comprehension of the biological body, and an 
appreciation of the sociocultural setting in which such a body exists. The interrelationship of 
physiology and sociocultural context also bears further scrutiny with respect to the identification 
and experience of ‘insufficient milk’, discussed in greater detail below.  
 
Failing bodies: breastfeeding and insufficient milk  
At the medicalised intersection of research into human lactation and breastfeeding support and 
advocacy, the examination of factors underpinning early cessation of breastfeeding is often tied to 
perceptions of ‘not enough milk’. This discourse grounds analysis of breastfeeding failure in 
conceptualisations of lactating bodies as poorly managed (by individual mothers, and/or by a 
misinformed healthcare system and its practitioners), and of perceived bodily insufficiency 
compounded by social, cultural, political, and economic factors.  
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Examination of “Insufficient Milk Syndrome” (IMS) and its causative links to earlier-than-intended 
weaning is represented in the work of authors such as Gussler and Briesemeister (1980), who 
concluded that IMS is a global phenomenon associated with increasing urbanisation and the related 
decrease in contact between mother and infant. In contrast, Greiner, Van Esterik and Latham (1981) 
identified two main factors determining the prevalence of IMS in a community: a pattern of 
supplemental feeding, and maternal attitudes to breastfeeding and local perceptions regarding the 
prevalence of “Insufficient Milk”. Akre (1989) also notes the complex causal link between patterns 
of supplementation and the potential for development of physiological milk insufficiency, as do 
Dykes and Williams (1999) in their conclusions. These authors identify the important 
interrelationship of perceived milk insufficiency, sociocultural context, approaches to feeding 
management and baby behaviour, and a woman’s physiology and psychology.  
There is an assumption embedded in this literature that insufficient milk is a precursor to the 
cessation of breastfeeding. As such, a gap has emerged in the research whereby few authors have 
sought an in-depth qualitative understanding of the interaction between and experience of 
insufficient milk and continued breastfeeding. Gatti (2008), Renfrew et al. (2000), and Hausman 
(2003) confirm this gap. There is also a familiar, biomedically fundamentalist framework applied to 
the issues of milk insufficiency. Research describing and analysing IMS emphasises lactation 
support and the identification and management of supply difficulties (Amir, 2006; Neifert, 2001; 
Neifert & Bunik, 2013; Walker, 2011). It also points to the need for cultivation of healthcare 
professionals’ and mothers’ understandings of lactation physiology and normal newborn 
behaviours. As well, such research identifies improved policies and increased awareness of the risks 
of infant formula and unnecessary early supplementation as vital (Amir, 2006; Brodribb, 2012; 
Chan et al., 2000; DaMota, Banuelos, Goldbronn, Vera-Beccera, & Heinig, 2012; Gatti, 2008; 
Greiner et al., 1981; Hauck, Fenwick, Dhaliwal, & Butt, 2011; Neifert & Bunik, 2013; Tender et al., 
2009; Walker, 2011). A biomedical frame also characterises complementary research around 
“Perceived Insufficient Milk” (with the perception being that of the mother). This research seeks to 
understand why and how, and predict which, women might mistakenly perceive their own bodies 
and ability to produce milk for their babies as insufficient (McCarter-Spaulding & Kearney, 2001; 
Sacco, Caulfield, Gittelsohn, & Martinez, 2006; Zeitlyn & Rowshan, 1997). 
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There exists an additional, small body of clinical analysis of primary physiological lactation 
insufficiency, such as that related to Insufficient Glandular Tissue (IGT)
4
. Cassar-Uhl’s current 
research in this area interrogates the lactation histories and healthcare experiences of women with 
this condition, to better understand its presentation and develop improved strategies for supporting 
women with IGT (Cassar-Uhl, 2009, 2014)
5
. Cassar-Uhl’s work, and that of Huggins, Petok and 
Mireles (2000), Marasco (2014) and Neifert, Seacat and Jobe (1985), points to the greater-than-
acknowledged complexity of women’s experiences of chronic milk insufficiency; and to the 
potential for more informed, personalised support in medical and advocacy settings (see also 
Thorley, 2005).  
A biomedical account thus situates the notion of insufficient milk within the representation of 
women and their maternal bodies as unpredictable entities to be expertly managed, and their fluid 
products as insufficient and dangerous. A biomedical frame and a related public health discourse 
also conceptualise insufficient milk as almost always temporary and resolvable, and its continuation 
as grounded in women’s (mis)apprehensions of their bodily practices. These accounts of women’s 
bodies and body practices discursively and practically silence individual women, working to erase 
their experiences of ongoing insufficient milk alongside continued breastfeeding. In this context, the 
particular intersection of these body practices with the act of milk sharing is also rendered largely 
invisible.  
 
Shared bodies: milk sharing as a response to insufficiency  
‘Milk sharing’ is one means of responding to this insufficiency in order to supplement an otherwise-
breastfed baby. Here I use the term milk sharing to refer to a wide range of practices that involve 
the sourcing and use of another woman’s breastmilk, including the use of privately- or hospital-run 
milk banks, peer-to-peer milk sharing (with either known donors such as friends or family, or 
previously-unknown donors identified through milk sharing networks), and feeding of another 
                                                     
4
 Insufficient Glandular Tissue is a condition in which a woman does not have enough milk-producing 
glandular tissue in her breasts to produce sufficient milk to exclusively breastfeed her infant (ABA, 2013). 
Limited research has been undertaken in this area, and there is a high likelihood that women with genuine 
IGT will not seek definitive diagnosis prior to full weaning, and therefore the prevalence of IGT in the 
population is unknown. 
5
 My own research is distinct from Cassar-Uhl’s emergent study in that I am not seeking to examine 
physiological presentation, nor the prevalence, trajectory and causes, of insufficiency from a biomedical 
perspective. 
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woman’s child directly at the breast (e.g. ‘wet nursing’ or ‘cross-nursing’ depending on the donor 
and recipient’s relationship). Milk sharing also spans a spectrum incorporating altruistic donation 
through to negotiated financial payment for breastmilk (the latter more prevalent in the North 
American context).  
Recent qualitative research on milk sharing ranges from historical analyses of paid wet nursing, 
through to altruistic ‘cross feeding’ of babies (Long, 2003; Thorley, 2008a, 2008b, 2009). The 
research also includes sociological and anthropological interrogation of the meanings of milk 
sharing as a body gifting practice (Shaw, 2003, 2007, 2010a), for example, and as a practice deeply 
rooted in ideas of risk, liminality, and immorality (Shaw, 2004b, 2004c, 2005; Zizzo, 2011). 
Additional research analyses human milk and milk sharing in the context of ‘body markets’, 
commodification and issues of food security (Baker et al., 2016; Boyer, 2010; Fentiman, 2012; 
Hassan, 2010; Salmon, 2015; Swanson, 2011). Such interest is reflected in the increasing 
prominence given by popular media to promotion of hospital milk banks, as well as in the attention 
paid to peer-to-peer milk sharing arrangements (e.g. Halpin, 2016; Hardy, 2013; Johnston, 2016; 
The Project, 2014).  
A substantial portion of this research analyses milk sharing from a biomedical perspective, 
focussing on the use, treatment, and perceived and actual risks of human breastmilk (Akre, Gribble, 
& Minchin, 2011; Carroll, 2012; Carroll & Herrmann, 2013; Gribble & Hausman, 2012; Swanson, 
2011; Thorley, 2011). Most of this research confirms the dominant biomedical understanding of 
breastmilk as a bodily substance that is appropriately subject to strict controls in order to reduce the 
risk of contamination, pollution, illness, and danger. Gribble (2012, 2013, 2014a) does, however, 
often aim to counter this discourse through critical exploration of evidence-based risk assessment 
and women’s decision making (refer also Shaw, 2004b). Overall, the literature on milk sharing 
substantiates more recent conceptual work by Grosz (1994) and others who note the anarchic, out-
of-control, boundary-challenging nature of women’s bodies as they are imagined within dominant 
ideologies. As mentioned above, Lupton’s (e.g. 2012, 2012b) analyses highlight the power of 
‘safety’ and ‘risk’ as these ideas are understood in relation to the pregnant, birthing, breastfeeding 
body and the baby connected to it.  
In this broad-ranging work on milk sharing, the experiences of women who source and use other 
women’s breastmilk is rarely explored in connection with their experiences of bodily insufficiency. 
The majority of attention is focused on the use of donor milk for very premature and/or hospitalised 
infants, and therefore correlates with a focus on milk banks. This is evident in particular in popular 
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media (e.g. Bye, 2016; Johnston, 2016; Miller & Collins, 2017), but is also reflected in research 
which focuses on the operation and potential for proliferation of milk banks. Much of this work 
makes an untested assumption that, given the opportunity, women would seek breastmilk from a 
milk bank in preference to peer-to-peer milk sharing. There is also attention paid to the 
‘superhuman feat’ of expressing large amounts of milk for donation, again maintaining a focus on 
the experience of the donors and omitting the recipients (e.g. Levy, 2016; Shaw Brown, 2016)
6
.  
Further, there is an unexplored semantic movement from notions of body fluid, to body, to maternal 
identity, reflected in the connections drawn between milk insufficiency, bodily insufficiency, and 
maternal insufficiency in this instance. The point of anthropological and conceptual interest of this 
thesis thus lies in the intersection of breastfeeding as a body practice, with low supply as a ‘failing’ 
of that body. Its entanglement with the practice of sharing in the product of another body represents 
a means of addressing and challenging bodily inadequacy through a specific set of moral, 
sociocultural, and practical positionings. As well, shared body practices and the flow of milk 
between bodies reflect the analytical power of concepts such as (inter)corporeality, fluidity, and 
becomings, introduced through the work of Deleuze and Guattari (1983, 1987). I discuss below the 
ways in which body practices and Deleuzo-Guattarian ideas push against each other, enacting a 
form of productive tension.  
 
Radical bodies: breastfeeding, intercorporeality, and body work 
Hausman (2003), van Esterik (1989), Bartlett (2005) and others advocate an integrated, non-dualist 
approach to the consideration of breastfeeding. Such authors seek to combine an appreciation of 
scientific knowledges with an understanding of breastfeeding as a cultural form that both enacts and 
is subject to gendered social structures. The theoretical and conceptual richness of Deleuze and 
Guattari’s ideas can inform such an integrated approach through the application of these ideas to the 
body practices enacted by women at the intersection of breastfeeding, insufficiency, and milk 
sharing. It is important to clarify here that while the language of ‘non-dualistic’ thinking is 
commonly used in relation to these theoretical frames, I have drawn from Lam’s (2015) 
conceptualisation of a ‘trans-dualist’ feminist approach that recognises the materiality of bodies, the 
                                                     
6
 While none of the women with whom I interacted had used milk banks to source donor breastmilk, the 
practical and conceptual distinctions between peer-to-peer milk sharing and milk banks is significant. I have 
therefore devoted space to a comparative discussion of peer-to-peer and milk bank-based milk sharing in 
Chapter 5.  
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construction of social meaning, and the mutually constitutive and deconstructive aspects of both. I 
therefore use the term ‘trans-dualist’ more frequently as my analysis continues.  
Deleuze and Guattari present an account of the body in terms of ‘what it can do’, and its linkages 
and connections. Bodies connect to other bodies, to materials, and to assemblages “of actions and 
passions [incorporating] an intermingling of bodies reacting to each other…and of acts and 
statements, of incorporeal transformations attributed to bodies” (Deleuze & Guattari, 1987, pp. 102-
103). Such assemblages are defined and redefined by the various “lines of flight running through 
[them]” (1987, pp. 103, 105). The idea of the ‘Body without Organs’ (BwO) as a “continually self-
constructing milieu” (1987, p. 191) that “goes beyond any opposition between the one and the 
multiple” (1987, p.179) challenges conventional notions of the body as discrete, bounded 
(dys)function, as sufficient or insufficient. The significance of the BwO lies in “what it does, what it 
affects” (Grosz, 1994, p. 170) in its interactions with other bodies (see also Buchanan, 1997, p. 75). 
In this conceptualisation involving assemblages and flows, bodies ‘speak for themselves’, and 
embodied differences are flattened.  
The potential of assemblage thinking and a focus on body practices is reflected in Coffey’s (2012) 
analysis of body work amongst young people in Melbourne, Australia. Her work highlights the 
complex interrelations which constitute and reconstitute bodies and what they are capable of. 
Bartlett (2005) and Grosz (1994) also note the possibilities of a Deleuzo-Guattarian approach to 
breastfeeding as a “creative corporeal model” (Bartlett, 2005, p. 178) that deserves “narratives that 
empower” that corporeality and the women who enact it (Bartlett, 2005, p. 190). By focussing on 
experiences of milk sharing as a conscious, diverse, and creative corporeal response to bodily 
insufficiency, I have also identified elements of my research that offer a “specificity and 
particularity” (Grosz, 1994, p. 182) noted as lacking in Deleuze and Guattari’s work.   
Additionally, Manderson’s anthropological analyses of illness, disability, and bodily lack discuss 
the (re)conceptualising of bodies following radical changes to physicality (through mastectomy, for 
example (Manderson & Stirling, 2007)) and the contextualising of bodies which challenge 
prevailing norms (Manderson, 2011; Warren & Manderson, 2013). Manderson’s work also 
contributes to my exploration of the technologically-mediated aspects of milk sharing, such as the 
disconnection of breastmilk from the donor/recipient body via breast pump, and the potential for 
use of various vessels including at-breast supplementing systems reminiscent of prosthetic devices. 
Drawing from Manderson’s analyses, I explore how these body practices might be incorporated in 
the experience of insufficiency, with particular attention paid to this analysis in Chapters 6 and 7. In 
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addition, in my analysis of at-breast supplementing devices in Chapter 7, I reference Haraway’s 
(1991) idea of the Cyborg to understand women’s disassembling and reassembling of bodies 
through connections with non-dyadic others. I also incorporate Haraway’s (2015; Haraway et al., 
2016) more recent work that discusses the speculative, tentacular, assembling characteristic of the 
‘Chthulucene’ epoch, and link this with the creative intercorporeality and deconstruction of 
embodied practices discussed in both Grosz’s (1994, 2005, 2010, 2013) and Lam’s (2015) analyses, 
throughout my discussion in Chapters 4 through 9.  
The explicit intercorporeality of bodies involved in the sharing of breastmilk, and the Deleuzo-
Guattarian processes of ‘becoming-(breastfeeding-)woman’ (Deleuze & Guattari, 1987, pp. 340-
343; Grosz, 1994, pp. 174-176), therefore offers a thoughtful pause – a disruption to and movement 
away from dominant means of speaking about and intervening in female lactating bodies. The 
transformative capacities of breastfeeding and milk sharing as intersubjective, mutually constitutive 
social practices are highlighted within such a Deleuzo-Guattarian approach to the body, its affects 
and its differences-in-practice. I provide a more in-depth exploration of this potential in Chapter 3 
with further reference to the work of corporeal feminism, and the trans-dualist, post-constructionist 
ideas of female embodiment discussed by Lam (2015). I also connect Deleuze and Guattari’s notion 
of the BwO and its flattening of embodied differences with the radicalising concept of the Cyborg 
as discussed by Haraway (1987, 2015; Haraway et al., 2016). This approach serves as a means of 
creating a rhizomatic analysis that is tethered to multiple theoretical perspectives.  
 
Conclusion: Entering the rhizome  
Conceptualisations of women’s bodies and body practices, when viewed through the various frames 
discussed above, are in a word incongruous. They are at once characterised as failing and in need of 
monitoring and management, while also serving as the presumed locus for expression of a ‘natural’, 
inevitable and desirable maternal identity and attendant moral work. They are shaped and buffeted 
about by sociocultural norms and expectations, while also resistant and radical. In many cases, 
however, women’s voices are themselves absent or at least decentred in discussions of their own 
bodies and body practices.  
Having situated my research with respect to several predominant perspectives on female bodies, and 
attendant gaps in the literature, I therefore seek to enter into an expanding rhizome. I do so to 
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address my research question: How do women enact and experience body practices at the 
intersection of breastfeeding, milk insufficiency, and milk sharing?   
The problem I have outlined here begs a particular methodological approach, which I outline in 
Chapter 2. It also underscores a necessary reorientation of existing theoretical and explanatory 
frameworks in relation to maternal body work, and, in particular, the body practices enacted by and 
with (un-/partially) lactating bodies. I address this theoretical reorientation in Chapter 3, introducing 
ideas from the assemblage thinking of Deleuze and Guattari, the corporeal feminism of Grosz, and 
the post-constructionist approaches of Lam and Haraway.  
My thesis then moves into analysis of the collected data, arranged across five chapters. Each of 
these is focused on a key thematic element of my rhizomatic work, evoking too women’s expanding 
and recombinatorial experiences of pregnancy, birth, and parenting. By working with these key 
thematic strands, I demonstrate how women both embrace but also move beyond breastfeeding as 
mundane body practice. This discussion entails exploration of a suite of diverse body practices 
implicated in the lives of women who experience ongoing milk insufficiency, and who then in many 
cases go on to use other women’s breastmilk to feed their babies.  
The thematic strands draw on the theoretical and conceptual ideas introduced in Chapter 3, and 
include:  
 Expectations and beginnings (Chapter 4) – My analysis here is centred on the prenatal 
period, during which women experience a seeding of expectation, doubt and fear, but also 
positive expectations and (sometimes unthinking) acceptance of conventional corporeality 
and body work during pregnancy, birth, and breastfeeding. This is then followed by a shift 
to a less conventional corporeality in the postnatal period during which milk insufficiency 
necessitates a shift in women’s experiences of their own and others’ bodies. In discussing 
this shift, I reference the cultural narratives and family histories that inform women’s body 
practices and maternal identity work, the setting of expectations and the development of 
responses, and the shape that these ‘beginnings’ take.  
 Incorporation and avoidance (Chapter 5) – As women enact body practices at the 
intersection of breastfeeding, milk insufficiency, and milk sharing, they come up against 
discourses of risk and danger, and move into and out of acceptable space/s and body work. 
Processes of deterritorialisation and reterritorialisation are enacted as women incorporate 
some bodies while explicitly avoiding others in response to their experience of 
20 
 
insufficiency. This section includes extensive discussion of breastmilk, including its use, 
lack, removal, and donation, and its carriage of meaning.  
 Fragmentation and complex assemblages (Chapter 6) – Mirroring the process of birth as a 
kind of fragmentation into a still-connected-but-now-externalised dyad, this section analyses 
the fragmentation of the maternal lactating (insufficient) body through a contined-but-
changed intersubjectivity and intercorporeality. Here I discuss body practices through which 
there is both a characteristic orientation of the mother’s body towards the now-external 
child, as well as an unconventional orientation of the mother’s and baby’s bodies towards 
other bodies in the enactment of practices that work to address milk insufficiency.  
 Creative corporeality and the extension of the body (Chapter 7) – In this section I explore 
women’s corporeality with reference to creativity, bodily extension (both physical and 
conceptual), and the use of technologies to remove and transport milk between bodies. This 
signals another move beyond the conventional mother-child breastfeeding dyad, and the 
introduction of a suite of fragmented and fragmenting bodies in a reconstructed social 
milieu. As such, it is also connected with Haraway’s notion of the Cyborg introduced in 
Chapter 3.  
 Becoming-(breastfeeding-)woman: bodies that push back (Chapter 8) – The push and 
pull of bodies, and the incongruities and contradictions of women’s body practices in 
response to bodily (dys)function, form the focus of this section. I draw together these 
apparent incongruities of connection/disconnection, embodiment/disembodiment, 
acceptance/challenge to discuss the idea of ‘becoming-(breastfeeding-)woman’ in the 
context of milk insufficiency. This chapter also represents a rounding-out of my analysis, 
bringing the together the empirical strands to explore some of the tensions, incongruitites 
and contradictions involved in the Deleuzo-Guattarian movement of becoming-.   
 
I weave critical consideration of the theoretical and conceptual literature throughout each chapter. 
This culminates in a thoroughgoing reconsideration and articulation of the theoretical repercussions 
of my work in Chapter 9, and a contemplation of methodological, conceptual, and pragmatic 
repercussions of my work. In Chapter 10 I provide a brief conclusion that reiterates key thematic 
findings, and points to future research trajectories.  
Throughout my analysis of women’s body work, and their experience and enactment of this in the 
context of breastfeeding, milk insufficiency, and milk sharing, it becomes clear that informants’ 
21 
 
responses to the experience of milk insufficiency encompass a diversity of body practices. Taken 
together, these support the conceptualisation of continued breastfeeding alongside ongoing 
insufficient milk as a creative (inter)corporeal act. Women’s narratives incorporate a number of 
contradictory, selective readings of bodies, and juxtapose resistant and subversive body practices 
with body practices and conceptualisations that conform to dominant knowledges and tropes. I 
therefore situate these embodied knowledges relative to creative body practices, and highlight the 
spaces between bodies. In this way I aim to do the work of disarticulating and reterritorialising a 
range of ideas about maternal, lactating bodies, and of identifying the pragmatic and conceptual 
implications of this analysis.  
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CHAPTER 2 
Methodology and methods 
 
Observing, working with, and discussing bodies 
To address my research question, and to comprehend women’s experiences and body practices at 
the intersection of breastfeeding, milk insufficiency, and milk sharing, a particular methodological 
approach was needed. This approach gives voice to the women themselves, aligning with the 
theoretical and explanatory frameworks introduced Chapter 2 and the reorientation of these 
frameworks evident throughout my analysis. In this chapter, then, I outline my methodological 
approach and resultant research methods, and explain how women articulated diverse body 
practices during interviews and observations. I then discuss the ways in which I have captured, 
incorporated and analysed this research data in a necessarily iterative, phenomenological way.  
In the latter sections of this chapter, I introduce the emergent ‘maternal identities’ – those women 
who informed my research and shared their experiences. My analysis and resultant discussion of 
key outcomes also reflect certain personal insights into the subjective, bodily, interpretive and 
intersubjective elements of the topic, and the ways in which insufficiency is experienced by women. 
I devote space later in this chapter to discussing the significance of reflexivity, and acknowledging 
the debt owed to positionality and personal circumstances, in my emerging appreciation of women’s 
body practices.  
 
Approaching bodies  
I have taken an ethnographic approach to my research, owing to its conceptual and explanatory 
potential with regard to embodied intersubjectivities as these are experienced and observable 
through breastfeeding, experiences of insufficiency, and milk sharing. The work of Bartlett (2002, 
2005), Faircloth (2011a, 2011b), Manderson (Crouch & Manderson, 1993; Manderson, 1983, 
1984), Scheper-Hughes (1984) and Shaw (2004a; Bartlett & Shaw, 2010) speaks to the usefulness 
of an ethnographic approach to data collection in breastfeeding-related social science research. 
Biehl and Locke (2010) and Coffey (2012) further highlight ethnographic observation as an 
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effective means of exploring body practices alongside the application of the Deleuzo-Guattarian 
ideas which have had continued relevance in my own work.  
During interviews and discussions with women, I also applied a phenomenological methodology to 
ensure a clear focus on social agents’ practices and individual experiences, and an understanding of 
their sociohistorical contexts (Fassin, 2007, p. 177). There is precedent for the use of a 
phenomenological approach, and the employment of related concepts such as subjectivity and 
embodiment, in feminist accounts of women’s experiences of breastfeeding (Bartlett, 2002; Burns, 
Schmied, Sheehan, & Fenwick, 2010; Grosz, 1994, p. 209; Murphy, 1999; Schmied & Lupton, 
2001, 2010; Shaw, 2004a; Van Esterik, 1994). Health literature, and particularly that emerging from 
nursing and midwifery, also shows a trend towards ethnographic and phenomenological 
investigation of breastfeeding through observation and through individuals’ articulation of their 
experiences (Bottorf, 1990; Cole, 2008; Dykes, 2005a; Dykes & Williams, 1999; Lupton, 2000; 
Osman, El Zein, & Wick, 2009; Quandt, 1995; Ryan et al., 2009; Schmied & Barclay, 1999; Short, 
2005; Spencer, 2008).  I present a more in-depth discussion of key conceptual frames and ideas in 
Chapter 3 and throughout the analysis chapters. However, it remains important to briefly note here 
the ways in which I drew and also departed from the abovementioned methodological approaches 
while planning and conducting my own research.  
Schmied and Lupton’s (2001, 2010) sociological research draws on loosely structured discussions 
and interviews with women, and on detailed analysis of the resulting narratives and observations to 
identify emergent themes. In these ways, my methodological approach mirrors theirs. Similarly, 
Shaw’s (2004a; Bartlett & Shaw, 2010) work involves a process of drawing out women’s 
experiences and understandings through observation in healthcare and other contexts, structured and 
unstructured discussion, and in-depth interviews focused around broad domains. Subsequent 
analysis is most often undertaken through the lens of grounded theory, including the systemic 
iterative coding, identification and discussion of a range of significant conceptual themes that 
emerge from collected data. Together these form a basis for drawing conclusions that at times 
confirm existing understandings, and at other points challenge or push back against those in 
practically and theoretically important ways. The work of Bartlett (2002, 2005), Schmied (Burns, 
Schmied, Fenwick, & Sheehan, 2012; Burns et al., 2010; Lupton & Schmied, 2013; Schmied & 
Lupton, 2001, 2010), Shaw (2004a, 2004b, 2004c, 2005), Lupton (2012a) and Van Esterik (1989, 
1994) has also informed my research through those authors’ individual, woman-centred approaches. 
Such approaches foreground women’s experiences and narratives, and circle back during the 
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analysis and discussion phase to consider the data and outcomes in terms of how they might interact 
with the initial perspective taken. Likewise, in my work I have sought to capture the rhizomatic 
complexity of women’s bodies but also of my own research process. In Chapters 9 and 10 I 
consider in more detail the implications of my work for both the initial research question and also 
for future approaches within the social sciences, biomedical and health domains, and for those 
involved in peer breastfeeding support. 
In several respects, however, I took a critical departure from the methodological approaches cited 
here. For example, while I drew from Fassin’s (2007) work in shaping my interview/interaction 
approach in a phenomenological way, during the data collection phase I maintained a somewhat 
lesser focus on the wider-ranging sources of additional sociocultural information that Fassin 
incorporates in his work. As such, I did not resort to the concerted collection of information in the 
ways indicated by Fassin, such as media reports, records of public meetings, government 
documents, medical brochures, and so on. I aimed to afford women the space to speak of the 
contexts and conditions of their lives themselves. Within the parameters of my research project it 
became apparent that this approach gleaned a depth and breadth of research data that was more than 
sufficient for the purposes of addressing my research questions and objectives.  
Also of note, I engaged only briefly with health professionals who work or have worked with 
breastfeeding women, and did so only incidentally in the course of the research. Much of the 
breastfeeding-related work cited above has sourced participants/informants in hospital or allied 
health settings, often in the early post-partum period or during women’s pregnancies. As discussed 
below, I sought to engage with women through contexts that were not created or administered by 
medical professionals, but rather were created and led by breastfeeding women themselves. This 
focus enabled women and bodies to speak for themselves, away from a gaze of which many women 
were critical.  
 
Engaging with bodies: recruitment, collection and analysis 
Commensurate with a phenomenological, ethnographic approach, I used existing social, 
professional and volunteer networks to make contact and build research relationships with 
interlocutors located both in Australia and in the United States. These networks included: 
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 online social media (Facebook) groups dedicated to providing support for women 
experiencing ongoing low milk supply and/or Insufficient Glandular Tissue (IGT)
7
  
 online social media groups (Facebook) created by and used to support those who have used 
or are contemplating using an at-breast supplementer to supplement their baby 
 national breastfeeding support groups who organise face-to-face meetings and also maintain 
varying degrees of online presence – in particular, the Australian Breastfeeding Association 
(ABA), members of which I gained accessed to via email and online forum contact 
following formal approval from the ABA’s Breastfeeding Information and Research (BIR) 
area
8
.  
I had previously engaged as a member in the Facebook groups for both IGT/Low Milk Supply and 
Supply Line Users, due to my own experience of breastfeeding alongside insufficiency (discussed 
in greater detail later in this chapter). I chose to create a new user profile to create a distinctive 
break between this personal involvement and my new approach as researcher, and to ensure 
transparency around my motives for research engagement in these groups. This also allowed me to 
maintain personal involvement in the group in the lead-up to and following the birth of my second 
child. My creation of a research profile alongside a personal profile therefore marked a shift from 
the only-personal to a research-subject-insider experience of these groups, a position I discuss with 
reference to reflexivity later in this chapter.   
Between July 2014 and February 2015, I applied a network recruitment strategy to identify 13 
mothers. These women ranged in age from 25 to 40 years, with between one and four children each 
ranging in age from four months to 16 years. All of the mothers had experiences of ongoing milk 
insufficiency with at least one instance occurring within the previous 12 months, and all had 
continued to breastfeed their baby/ies despite this insufficiency, most for beyond 12 months. (Two 
of the women had one child less than 12 months’ old at the time of data collection, but indicated 
their intention to continue breastfeeding to 12 months and beyond.) All but two of the women 
engaged in milk sharing as one aspect of their continued breastfeeding relationships.  
                                                     
7
 As mentioned in Chapter 1, there is limited available research regarding the presentation or prevalence of 
IGT. Despite this (or perhaps in order to fill the gap in professional knowledge and support), several peer 
support groups have emerged and grown rapidly in the past five years to provide information and suggestions 
to women who self-identify as experiencing IGT, or whose health advisers have identified they may have 
IGT and resultant low milk supply. 
8
 Australian Breastfeeding Association BIR Research Approval granted September 2014. Research Approval 
number: 2014-10.  
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I took an iterative, grounded theory approach to my research (Bernard, 2006; Dey 2007). This 
involved a two-stage approach to data collection and analysis that provided for reassessment of 
recruitment and sampling based on preliminary analysis and coding of field notes and interview 
transcripts. An initial ‘pilot’ interview was undertaken to test and fine tune my approach, and I had 
ongoing contact with the woman interviewed at this time, so was able to address any research gaps 
left from that initial interview.  
Following this, I undertook in-depth, loosely structured, face-to-face interviews with all of the 
informants as the primary means of data collection. My approach to interacting with interlocutors 
was to encourage them to describe, discuss and explore their narratives and body practices during 
these phenomenological interviews. To this end, all of the interviews commenced with my asking: 
“Tell me about your breastfeeding experience…”, with minimal prompting required thereafter to 
glean further details. As well, I observed women’s interactions with their children (currently 
breastfeeding, and weaned children) and with other women in settings including women’s own 
homes, a small meeting of an established peer support group for women using (or who had in the 
past used) at-breast supplementers, and in the case of women from the US, via video/webchat 
sessions. This combined approach proved an effective means of exploring individual experience, 
enactment and articulation of body practices around insufficiency and milk sharing, as well as the 
application of Deleuzo-Guattarian ideas relating to bodies and body work
9
.  
I recognised throughout the research project that interview data was “not the whole story” (Fassin, 
2007, p. 202) – context and social conditions inform body practices, as well as the recounting of 
these. Observation and participant-observation can therefore provide crucial opportunities for 
valuable spontaneous interactions and observed phenomena that interview scenarios and transcript 
data may preclude (Crouch & McKenzie, 2006, p. 486). This recognition substantiated my approach 
to conducting in-depth interviews with interlocutors specifically chosen for their self-described 
experiences of milk insufficiency and milk sharing. It also allowed me to take up opportunities for 
                                                     
9
 In keeping with an iterative, grounded theory approach, I revisited recruitment and sampling following 
initial data collection and preliminary analysis. From a grounded theory perspective, the identification of 
themes during the first phase of data collection also allowed for ongoing refinement in terms of identifying 
how described experiences and observed body practices in particular might intersect and interact (refer 
Bernard 2006; Dey 2007; Dykes 2005a; Sheehan, Schmied, & Cooke 2003; Stearns 2009). I had anticipated 
that this may have pointed to the need for a broader sample incorporating, for example, woman’s partners, as 
a means of exploring partner involvement in body practices and related intercorporeality as experienced 
through milk sharing. As it turned out, this additional data would have unnecessarily broadened the scope of 
the research.  
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observation and spontaneous interaction as those arose. Further, it provided me with space and time 
for subsequent detailed analysis and discussion of recordings, transcripts and notes in a way that 
would have been difficult and unrewarding with a large cohort of women (Burns et al., 2010; 
Dykes, 2005a; Schmied & Barclay, 1999; Schmied & Lupton, 2010; Sheehan et al., 2003; Stearns, 
1999).  
The sociodemographic profile of the informants was also quite bounded, as discussed below, with 
all mothers sharing similar ages, cultural heritage/ethnicity, and broad socioeconomic 
characteristics. These similarities reflect the connection between breastfeeding and “white middle 
class mothering standards” explored by Avishai (2007, 2011). Trends in mothers’ support-seeking 
behaviours that suggest a correlation between higher levels of income and education, and women’s 
willingness and ability to seek out breastfeeding support and expertise in the early days and beyond, 
are also evident in the overall complexion of the group of women who participated in my research 
(Bove, 1996; Cooper, 2012; Heinig et al., 2006). Faircloth’s (2011b) work with a small, 
sociodemographically-bounded group of mothers engaged in the practice of extended breastfeeding, 
however, highlights the way in which ethnographic exploration of a specific phenomenon can 
enable close analysis and extrapolation of concepts beyond that small group. In particular, Faircloth 
notes the significance of emotional affect in the consideration of women’s lactation histories and 
futures, and identifies that a broader cultural trend that references ‘what’s natural’ acts on women’s 
accountability strategies in relation to specific infant feeding and parenting choices considered 
‘extreme’ (Faircloth, 2015). Further, Crouch and McKenzie (Crouch & McKenzie, 2006) support 
the validity of data gleaned from in-depth research with small numbers of informants (as few as 2 or 
3), in situations where the focus is individuals’ experiences of a very specific phenomenon. I found 
that a group of 13 women, despite their geographical and sociodemographic similarities and 
differences, offered data that reached an analytical saturation point. Addition of more data would 
have increased quantity, but not the distinctiveness or quality of the analysis.  
In addition to the above data collection, I had several opportunities to glean insights into some of 
these women’s breastfeeding experiences through access to their contributions to online discussion 
forums and social media platforms. After careful consideration of the collected data, and for reasons 
outlined above in relation to reaching saturation point, I chose not to include this element of ‘virtual 
ethnography’ in my thesis. While I do make brief mention later in the thesis regarding women’s 
participation in online forums, these observations did not provide a significantly different or new 
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perspective on women’s experiences and body practices and therefore this aspect does not form a 
core component of my analysis.  
Throughout data collection and analysis, I have striven to create a research and analysis space that 
provides for women and their bodies to speak for themselves rather than be partially muted through 
introduction of additional, competing voices and bodies. To this end, I introduce below the women 
who spoke so openly about their body practices at the intersection of breastfeeding, milk 
insufficiency, and milk sharing.  
 
Introducing maternal identities  
A thoroughgoing engagement with bodies and body practices requires a more in-depth 
understanding of the women who act, create and speak with those bodies and practices. As a way of 
piecing together narratives, and comprehending meaning as it is contained in and expressed by 
bodies, it is also useful for the reader to have a sense of the maternal identities
10
 in play in my 
research account. As mentioned above, these women are from Australia (11) and the United States 
(2), with varying social backgrounds but with a shared, broadly ‘middle class’ experience. This, and 
their white/Settler-European identification, reflects the overarching sociocultural and demographic 
makeup of the groups from which I recruited informants. These groups comprise predominantly 
white, middle class women, the vast majority of whom have attained at least a high school 
education. The following gives greater detail to the maternal identities that have formed my body of 
work:   
Krista
11
 is a late-20s mother of three children, married, and lives in the semi-rural outskirts of a 
major Australian city. Krista breastfed her first child for 5 months, using a homemade at-breast 
supplementer and formula, and then supplementing with bottles (the latter she identifies as the 
biggest contributing factor to her daughter’s breast refusal and subsequent earlier-than-anticipated 
weaning). Krista’s second child was breastfed and supplemented using predominantly donor 
breastmilk, delivered exclusively via an at-breast supplementer, and her third child was breastfed 
and supplemented using donor breastmilk and the at-breast supplementer, as well. Krista maintains 
                                                     
10
 It would have been conceptually congruent to use the term ‘bodies’ here. However, given the degree to 
which I have come to know these women, I have chosen to use the term ‘identities’.  
11
 The names used throughout the thesis are pseudonyms (see Ethical Considerations, below).  
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significant ongoing contact with the informal peer support networks (online and in person) that have 
stemmed from her involvement with her local breastfeeding support group and use of the national 
breastfeeding helpline.  
Annie is a first time mother of one child, in her late 30s, married, and lives in an inner suburban 
area of a major Australian city. Annie encountered significant breastfeeding difficulties following a 
challenging hospital birth, and eventually sought and received a diagnosis of her baby’s tongue tie 
at around 9 weeks. She also sought support from a lactation consultant and began using a supply 
line/at-breast supplementer at this stage, initially with donor milk but then later, following further 
investigation and diagnosis of food allergies and intolerances, with prescription-only formula. 
Annie is unique amongst the women involved in this research due to having continued using the 
supply line for almost two years with her son. In the second twelve months, she moved to using 
liquids other than milk in the supply line bottle, but felt that her son would not continue 
breastfeeding without the addition of the supply line. Together with Michelle and one other woman, 
Annie was heavily involved in the establishment and ongoing maintenance of a peer support group 
for supply line breastfeeders, and also attends local breastfeeding support group meetings run by 
volunteers with the national breastfeeding support and advocacy organisation. I have met, spoken 
with and observed Annie in several settings, including at an ABA meeting, at a support group catch-
up, and online.  
Michelle is in her late 30s, married, and lives in an inner-city suburb of a major Australian city. She 
has 4 children, all of whom have been breastfed. Michelle’s own family, including her mother, 
aunts, and cousins, has been heavily involved with breastfeeding support organisations for decades. 
Michelle had straightforward, unproblematic breastfeeding experiences with her first three children, 
but encountered significant issues feeding her fourth child. Following diagnosis of her baby’s 
tongue and upper lip ties
12
, and low oral tone
13
, Michelle moved from supplementing with bottles to 
using at at-breast supplementer (with formula). Over a period of four months she was able to 
                                                     
12
 Tongue tie (ankyloglossia) is a condition in which “the thin piece of skin under a baby’s tongue (the 
lingual frenulum) restricts the movement of the tongue [and i]n some cases the tongue is not free or mobile 
enough for the baby to attach properly to the breast” (ABA 2016). Upper lip tie refers to a similar restriction, 
but of the frenulum connecting the upper lip to the gum – again, this can affect a baby’s ability to attach 
properly to the breast (Coryllos, Watson Genna, & Salloum, 2004, p. 4). 
13
 “Low oral tone” is a condition that falls under the umbrella of “oral-motor dysfunction”, described by 
Riordan and Wambach (2010, p. 379) as a “broad term encompassing abnormal motor tone and/or 
coordination of infant suck due to a variety of conditions”. Oral-motor dysfunction may include low-normal 
tone and high-normal tone, and often manifests in attachment and feeding related difficulties.   
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increase her milk supply to meet her baby’s needs and was able to wean off supplementing 
altogether at that stage. Michelle has been active in supporting other breastfeeding mothers through 
several grassroots support groups online (including for supply line breastfeeders) and in person, and 
through training as a peer breastfeeding counsellor.  
Helen, in her late 20s, encountered significant feeding issues with her first baby. While working to 
understand and diagnose her baby’s issues – including low oral tone that affected milk transfer – 
Helen sourced donor milk and used an at-breast supplementer under the guidance of an 
International Board Certified Lactation Consultant (IBCLC). Helen continued to supplement while 
attempting to build her own milk supply for over 5 months. Helen and her family live in a large 
metropolitan area and were involved in both obtaining and also providing peer support to other 
mothers using an at-breast supplementer to maintain a breastfeeding relationship.  
Sophie is in her 30s, married, and is a first-time mother. She lives on the outskirts of a major 
Australian city, and has a background in nursing in both Australia and overseas. Sophie’s story is 
somewhat different from the other women involved in my research – she initially persisted with 
breastfeeding alongside supplementing (due to a diagnosis of Insufficient Glandular Tissue) with 
donor milk for a period of around 5 weeks, and then fully weaned her baby onto bottle feeding but 
with almost-exclusive use of donor milk. At around 10 weeks, she briefly relactated and breastfed 
her baby again, using a nipple shield and supply line containing donor breastmilk. Following this, 
she weaned from at-breastfeeding and from there continued to provide a significant amount of her 
daughter’s intake through donor milk, in combination with a difficult-to-obtain organic formula 
when needed.  
Jenny is in her early 30s, married, and has two children. They live on the suburban outskirts of a 
large metropolitan area in Australia. Following the difficult birth of her first baby, Jenny 
encountered breastfeeding difficulties centred on insufficient milk. With the support of an 
understanding paediatrician, Jenny went on to supplement her first baby with prescription-only 
formula in bottles for around 12 months, at which point she weaned. In the time between her first 
and second babies, Jenny became increasingly involved in online forum discussions around milk 
insufficiency and supply line use, and had ongoing contact with several other mothers who had 
encountered similar situations to hers (myself included). Following the far more straightforward 
birth of her second baby, Jenny decided to use a supply line to deliver formula supplement, and to 
assist her in maintaining an at-breast feeding relationship. At the time I spoke with Jenny, she was 
continuing to breastfeed her daughter at 16 months.  
31 
 
Maddie is in her mid-30s, has one child, and lives in a major Australian city with her husband. 
Maddie occupies two distinct worlds in relation to my research – she encountered significant, 
ongoing supply issues over the course of the first six months of her baby’s life, and continued to 
pump frequently and supplement with both her own expressed milk and with formula during this 
time, often with a supply line. She is therefore able to speak to the experience of ongoing 
insufficiency and the body work she enacted in an attempt to resolve or counter this. At around six 
months, however, some of her supply issues resolved, and she had a resultant over-supply of 
breastmilk which she chose to then donate to Krista for use with her third baby. As such, Maddie 
can also speak to the experiences involved in the intercorporeality of milk sharing, from her 
perspective as a milk donor. I was able to speak with and observe Maddie and Krista together, and 
their interactions have informed my discussion of donor-recipient intercorporeality.  
Angela is in her mid-30s, and lives in a major coastal city in Australia with her three children and 
her husband. Her first child was an unplanned homebirth; her second and third babies were planned 
homebirths with an attending midwife. At the time that I first interviewed Angela, she was pregnant 
with her third child, and I subsequently interviewed her when her third baby was 17 months old. 
Angela had breast reduction surgery in her early 20s, and identified this as the underlying cause of 
her ongoing supply/milk transfer issues. She characterised her first breastfeeding experience as 
disappointing and frustrating, and indicated that it failed due to lack of support and knowledge. Her 
second child was fully at-breast fed using a supply line and donor breastmilk. Her third child was 
also at-breast fed in this way, although Angela encountered a number of additional issues, including 
a tongue tie and upper lip tie, which interfered with the breastfeeding relationship and which caused 
it to be an “annoying” experience overall. She continues to breastfeed her third baby in tandem with 
her second child (3 years old at the time of our second discussion).  
Fiona is in her mid-30s, and lives with her two children (3 years and 7 years) and husband in a 
major Australian city. Like Angela, Fiona has had breast surgery and other breast-related health 
complications which she identifies as responsible for breastfeeding challenges encountered with 
both her children. Her first child was fully weaned onto formula in bottles after the first few weeks 
of life, a decision which Fiona indicated was rooted in inaccurate information, lack of support, and 
the panic of being a first-time mother. Unlike Angela, Fiona did not specifically seek health 
professional support during her first pregnancy in relation to breastfeeding after breast surgery, 
although she did amass knowledge and support networks in the lead-up to her second pregnancy 
and her daughter’s birth. Her daughter was predominantly at-breast fed using a supply line and 
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donor breastmilk, with bottles occasionally used when away from home. Fiona also used donor 
breastmilk for topical application during her daughter’s hospitalisation for serious infection and 
related complications at around 2.5 years old, after she had already weaned. As well, Fiona 
continued her close involvement in breastfeeding research and support over the period between her 
son’s birth and now, undertaking a portion of the board certified lactation consultant training and 
working for a breast pump manufacturer. She also helps to support mothers who are seeking donor 
breastmilk, either by assisting with connecting donors and recipients, transporting milk, or donating 
small amounts she has been able to pump herself.  
Steph is in her late 20s, and lives in a small community in the United States. She is a first-time 
mother of one baby, and due to unresolved supply issues she supplemented her baby predominantly 
with an at-breast supplementer and donor breastmilk for over 12 months, moving then to 
breastfeeding without supplementing. At several points, Steph needed to also use formula to 
supplement, although post-four months was able to consistently source sufficient donor milk from a 
small number of regular donors. The various towns in which she has lived and to which she travels 
are predominantly based on the shared religious faith of residents. Steph’s involvement with her 
church is also reflected in the range of women from whom she has sourced donor breastmilk – all of 
her donors are also members of the same church/religious faith. Steph also discussed accessing 
‘WIC’ counsellors and nurses regularly (WIC is the US-based “Women’s, Infants, and Children’s” 
support service, and is often accessed by families who have little or no medical insurance to assist 
them to access other forms of health treatment and support (US Department of Agriculture Food 
and Nutrition Service, 2017)).  
Emily is in her late 20s, with one baby, and lives with her husband in a large city in the United 
States. While she planned for a natural birth in hospital, she ended up having a traumatic and highly 
interventionist labour that ended in a caesarean section – factors which she feels impacted on her 
breastfeeding relationship, and subsequent ongoing milk supply issues. At the time I spoke with 
Emily, her baby was only four months old, and Emily remained hopeful that her supply issues may 
still resolve. During those four months, Emily had provided donor milk as a supplement for her 
baby, as well as occasionally using formula when necessary. She also consulted with a wide variety 
of health professionals, including seeking endocrinological tests to determine if hormone levels may 
be implicated in her milk insufficiency. Emily’s access to this range of health professionals stands 
in contrast to Steph’s experience of routinely accessing the public Women’s, Infants’, and 
Children’s (WIC) support service due to her different financial and insurance situation.  
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Eliza is in her late 20s, with two children. Her husband travels extensively for work, and the family 
has moved to various parts of Australia, as well. They are currently living in a suburban area of a 
medium-sized city in Australia. Eliza’s family have been involved long-term in peer breastfeeding 
support and paid lactation consultancy, and Eliza herself regularly attends her local breastfeeding 
support group’s meetings. Eliza experienced unresolved, unexplained insufficiency with both her 
children, supplementing with donor milk and some formula, and with an at-breast supplementer for 
the majority of feeds over the first few months of both babies’ breastfeeding experiences.   
Sarah is in her mid-30s and lives on the far outskirts of a major city in Australia. She, too, comes 
from a long history of breastfeeding support and advocacy – her mother, aunts, cousins and sister 
have all breastfed their children, and have undertaken both paid and volunteer work in supporting 
breastfeeding mothers. Sarah has two children, both of whom have been supplemented using donor 
milk and an at-breast supplementer, as well as with bottles and formula at different times during 
their breastfeeding relationships. Both children have breastfed well beyond twelve months, and at 
the time I spoke with Sarah she was continuing to breastfeed her daughter at around 20 months.  
 
This, then, is a group of women who share a range of commonalities, including broad 
sociodemographic class, living in heterosexual two-adult relationships in households mostly located 
in urban/suburban areas, and being of white/settler-European heritage. All but one of the women 
(Angela) gave birth to their babies in a hospital setting, and three of the women had caesarean 
sections. All of the women have gone on to provide support to other breastfeeding mothers in some 
capacity. This includes through formalised peer support organisations such as the ABA, through 
grassroots-developed support networks online and face-to-face, or through casual get-togethers and 
incidental discussion around breastfeeding. Together, the group of interlocutors can be 
characterised as adhering to many of the “white middle class mothering standards” discussed by 
Avishai (2007, 2011) in her work on motherhood-as-project and reflected in the work of Faircloth 
(2011a, 2011b, 2015) and others. This trend is certainly borne out in my own research findings.  
 
My own maternal identity: reflexivity and acknowledging positionality 
My research is focused on bodies and body work, and the analysis and use of bodies (informants’ 
and my own) in my research has been useful and appropriate. However, such embodied research 
has also thrown up a series of challenges and requires several points of discussion. This reflexivity 
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has been further prompted by engagement with the work of Van Esterik (1989), who has written 
from the position of researcher, breastfeeding mother, and peer breastfeeding counsellor and 
advocate, thus contributing to her own data. Employment of a phenomenological, ethnographic 
approach in particular has highlighted my own heightened positionality in relation to the research. 
Attention to the idea of “the anthropologist as subject” and “moral actor” (Fassin, 2007, pp. 202, 
203-204) necessitates a critical acknowledgement of my gendered and feminist perspectives, and 
my experiential closeness to various elements of the research topic.  
My own breastfeeding and mothering experiences have incorporated one hospital and one home 
birth, breastfeeding, physiological milk insufficiency, supplementing with donor milk, and using 
both bottles and an at-breast supplementer. I have ongoing involvement in national breastfeeding 
organisations, peer breastfeeding support, and grassroots breastfeeding advocacy. The body work 
that I have enacted in relation to these experiences mirrors the body work enacted by many of the 
women I have spoken with and observed, and intimately influences my analysis of that work. My 
own involvement in both accessing and providing breastfeeding support, and in milk sharing 
networks, enabled me to engage with my informants and undertake in-depth discussions about these 
and related topics. However it also spoke to the need for me to consistently and critically reflect on 
my positionality and role as a ‘privileged insider’ with my own specific knowledges around these 
bodies and body practices.  
There are precedents in which an embedded positionality has given rise to critically reflexive and 
methodologically sound research with outcomes that are both practical and theoretical in their 
impact. Bartlett (2002, 2005), Blum (1993), Hausman (2003, 2004), and van Esterik (1989, 1994) 
represent this in the context of breastfeeding research by breastfeeding mothers. These works speak 
to the benefits of an insider perspective, including ready access to networks and a reduction in lead-
in, recruitment, and ‘settling in’ time (Bernard, 2006, p. 349), and an ability to build trust and 
potentially obtain data to which an ‘outsider’ may not gain access. Other benefits included my 
existing comprehension of language and terminology used, and familiarity with modes of 
interaction between women in this social field (as seen in Van Esterik, 1989 for example). The 
limitations of this approach are the inverse of its strengths: my relative closeness to the experiences 
of the women being observed and interviewed, and to the body practices about which I am writing, 
represented a risk of pre-empting or colouring research results and of foreclosing lines of enquiry. 
As such, my ‘privileged insider’ status has been explicit during the recruitment of research 
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participants and throughout the data collection itself. In writing, I have assessed and reflected on 
any aspects of personal bias or judgement.  
In particular, there are experiential similarities between Angela and myself that warrant 
acknowledgement. Our interactions and discussions were shaped and informed by our gradual 
uncovering of our commonalities and how our sometimes-divergent experiences had ultimately 
converged in significant ways: My first child was born in hospital following a straightforward 
pregnancy under the care of a midwifery team caseload program and an uncomplicated, 
unmedicated, physiological labour and birth. We received excellent support for continued 
breastfeeding, and the use of donor milk and an at-breast supplementer, from the majority of 
midwives, lactation consultants, and our family GP. However, it became apparent that much of that 
experience was reliant on “the luck of the draw” or, more particularly, a series of moments any one 
of which might have seen us have a very different, less positive, and much shorter breastfeeding 
experience. Reflecting on the elements of luck and happenstance, I made a decision to give birth to 
my second child at home, with a single private practising midwife in attendance, thus reducing the 
possibilities of intervention to a minimum.  
Such thinking directly mirrors Angela’s explanation of her approach to her second and third 
pregnancies and births: following an unplanned homebirth with her first child, Angela felt that a 
series of unnecessary hospital interventions and a lack of genuine support for informed, 
participatory choice signalled a premature end to her breastfeeding relationship in that instance. In 
both our cases, we experienced a shift in our approach and choices regarding the model of care 
chosen during pregnancy and birth, and a shift from a more biomedical conceptualisation of our 
bodies to one grounded in ideas of bodily autonomy, empowerment, and informed choice. This shift 
had positive implications not only for subsequent births, but also for the post-partum period during 
which we successfully established breastfeeding, and again began the process of supplementing 
using donor milk and an at-breast supplementer – all without the additional complications of travel, 
separation of family members, shared hospital spaces, and potential medical interventions during 
and following birth. We also emphasised the lack of influence or intervention of health 
professionals in a hospital setting which may well have placed particular requirements and criteria 
around our ability to make decisions for ourselves and our babies (e.g. time of discharge from 
hospital; means of feeding my baby). In Angela’s case, she is adamant that an initial hospital stay 
with her first child was unnecessary, and largely responsible for derailing her breastfeeding 
relationship. Undisturbed, normal physiological labour and birth thus became a significant and 
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planned-for precursor to the successful establishment and maintenance of breastfeeding, particularly 
given our prior knowledge of the added complexities involved in the likely insufficiency and 
subsequent supplementing we would face.  
In our discussions, Angela and I talked at length about the gradual, significant shift in our 
understandings of our bodies and also the systems that we encountered during our experiences. 
These shifts in thinking and in related body practices are mirrored in aspects of other women’s 
experiences, and my position as a privileged insider contributed to my ability to recognise and 
analyse these themes as they emerged from the research.  
During the period in which I conducted the majority of interviews and observations for my research, 
I was also noticeably pregnant with my second child. This obvious physicality generated 
discussions with interlocutors around my previous experiences of pregnancy, birth, breastfeeding 
and mothering, as well as questions regarding my plans for my second child and breastfeeding 
relationship. I elected to defer my disclosure of the specifics regarding my own experiences of milk 
insufficiency and milk sharing to the end of each of the discussions, as a way of giving greater 
space to the women’s narratives – I did not want my history influencing their recollections. As well, 
while my training and work as a volunteer breastfeeding counsellor was useful in terms of having a 
pre-existing vocabulary and technical understanding of terms and experience, I did not disclose this 
information until the closure of interviews/interactions with informants. Again, I did not want to 
skew responses or elicit counselling-type interactions during the substantive stage of the data 
collection.  
My experiential closeness to my research subject matter also extends to my use of donor milk from 
peer-to-peer milk sharing networks, as well as from a privately-run milk bank. In this way, I have a 
personal perspective on not only the (inter)corporeality but also the cost differences and difficulties 
inherent in sourcing and taking delivery of other women’s breastmilk. I also moved to a different 
location between the birth of my first and second children, and sourcing milk via that particular 
bank would have involved a range of additional logistical complexities that rendered it an 
unsuitable choice for my second baby. Further, my degree of preparation was much greater in the 
lead-up to having my second child, meaning that I had already sourced significant amounts of donor 
breastmilk through peer-to-peer milk sharing, and continued to do so throughout the time we 
required it.  
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In these ways, I continuously and rigorously interrogated my insider-ness, acknowledging and 
reflecting on my positionality relative to my research focus and to the women who contributed their 
experiences and narratives. My own experiences and body practices also gave me specific 
knowledges about technical and experiential aspects of pregnancy, birth, and breastfeeding. As 
such, these required an even greater foregrounding of critical self-reflexivity to ensure my own 
experiences did not over-determine those of my research interlocutors.  
This continued critical reflection has also, at the end of several years’ of research and writing, 
prompted a reconsideration of my own body practices and of the experience of insufficiency at both 
a personal and population level. In the conclusion to my thesis, I discuss these reconsiderations in 
more detail.  
 
Ethical considerations 
While informants did not fall into any categories specified in the national ethical guidelines 
(NHMRC, 2007), the subject matter was a potentially sensitive one. In addition, there can be a 
degree of relational inequality within some donor-recipient dyads. Some donors also choose to 
remain anonymous to recipients.  I took these factors into account during recruitment and data 
collection and conducted interviews and observations so as to mitigate potential risks (e.g. 
interviewing individuals rather than dyads in most circumstances). In accordance with ethical 
guidelines, informants were de-identified in all records, and data were stored securely off-site in 
password-protected digital form, and/or in a key-locked storage area in hardcopy form. 
 
Conclusion: Comprehending bodies 
My methodological approach has therefore been qualitative, and iterative, taking its lead from 
grounded theory and the open, relatively unstructured, phenomenological data collection methods 
employed by other researchers in the field of breastfeeding and maternal studies. The data generated 
through use of this approach gives space to women’s exposition of their body practices and 
experiences, and takes into account social and cultural conditions that influence the enactment and 
shape of bodies and body practices.  
The following chapter moves from this methodological approach to a discussion of conceptual 
elements and theoretical frames. The applicability of these elements and frames, largely centred 
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around Deleuzo-Guattarian ideas and corporeal feminism, with incorporation of post-constructionist 
new materialist feminism and the work of Haraway, has emerged in concert with the thematic 
strands of my research. Through subsequent analysis I then put these range of concepts to work in 
drawing out, problematising, and understanding women’s body practices, and in considering the bi-
directional impacts of bodies, body work and social theory.  
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CHAPTER 3 
What’s in a body?: Theoretical and conceptual frames 
 
Considering the work of bodies 
In the foregoing overview I have discussed women’s bodies as a locus of continued scrutiny, 
control and judgement. I have also identified the ways in which women’s voices and their own 
conceptualisations of their bodies and body practices are absent from research literature, or are 
translated by others in ways that do not capture the specificity of multiple, intersecting, embodied 
subjectivities. I therefore seek in my research to move off this well-worn methodological and 
conceptual path to explore the spaces and practices embodied, occupied and reconfigured by 
women who breastfeed alongside experiencing chronic milk insufficiency – an ostensible ‘lack’ – 
and who have gone on to share in other women’s breastmilk as one means of (re)constructing the 
experience of breastfeeding. I explore a set of body practices and relationships that are situated in 
an explicitly intercorporeal space. In this space, received notions of maternal subjectivity and the 
lactating body are enacted, observed, evaluated, and also unsettled, decentred, and subverted.  
In working with the collected experiences, narratives, and body practices that have emerged during 
my research, I have engaged with the theoretical and conceptual potential of Deleuze and Guattari’s 
(1983, 1987) work, as well as that of corporeal feminism (e.g. Bartlett, 2002; Bartlett, 2005; Grosz, 
1994). Together, these approaches present an account of the body in terms of ‘what it can do’, its 
connections with other bodies, and the complex assemblages that this creates and challenges. Grosz 
(1994) and Bartlett’s (2002, 2005) work on corporeal feminism especially encourages a 
conceptualisation of breastfeeding as a creative corporeal act – a body practice that ‘speaks for 
itself’ and that involves something akin to a speech act. Conventionally, this creative corporeal act 
occurs between mother and child. In the case of the women who are the focus of my research, this 
corporeality is extended to an inter-corporeality between milk donor and recipient, and between and 
amongst a range of other bodies. 
The narratives and body practices that emerged during my research thus lend themselves well to 
further exploration and analysis through Deleuzo-Guattarian and corporeal feminist lenses. These 
facilitate a pushing back against, challenging and redeployment of key conceptual elements and 
theoretical frames. In the following sections of my thesis, I make evident the explanatory power of 
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Deleuze and Guattari’s ideas through my analysis of key thematic strands, and through discussion 
of the practices-between-bodies as these are articulated by my informants. In particular, the idea of 
a radicalised and radicalising corporeality, situated within and between women’s accounts of their 
bodies and body practices, offers a way of understanding this social field and the conscious, 
complex interactions of bodies within it. Throughout the discussion, it remains clear that these 
mothers are involved in a vast array of complex assemblages created and recreated through “actions 
and passions, an intermingling of bodies reacting to each other…and of acts and statements, of 
incorporeal transformations attributed to bodies” and that are defined and redefined by the various 
“lines of flight running through [them]” (Deleuze & Guattari, 1987, pp. 103, 105). Further, concepts 
of deterritorialisation, flows, and becomings complement a corporeal feminist approach and allows 
for the analysis of body practice via a new and different lens.  
In this chapter, I introduce some of the most analytically potent elements of Deleuzo-Guattarian 
thinking and corporeal feminism as a means of creating a conceptual background to discussion in 
the following chapters. I pay particular attention to how these might illuminate inter-corporeality 
that encompasses the “specificity and particularity” which Grosz notes “remains obscured” in much 
of Deleuze and Guattari’s work and its subsequent application by other authors (Grosz, 1994, p. 
182). I also draw together the post-constructionist work of Lam (2015) and the early and more 
recent writings of Haraway (1987, 2015; 2016), discussing this as well as contributions by 
Manderson (2011; Manderson & Stirling, 2007; Warren & Manderson, 2013) and Shapiro (2015). 
Through this feminist lens, I seek to develop an appreciation of the sociocultural positioning and 
complexity of women’s body work.  
In these ways I tease out conceptual strands from a number of theoretical perspectives, and in later 
sections of the work I weave the conceptual strands back into an exploration of women’s stories, 
experiences, and body practices. This creates not so much an overlay of the conceptual on the 
ethnographic, or even a juxtaposition, as much as it creates an interdependent work-in-flux in which 
theory and women’s body practices push against one another, reflecting and remaking the shape of 
the social and cultural space and the bodies within it.  
 
Deleuze, Guattari, and moving beyond a dualist appreciation of the work of bodies 
As noted above, Bartlett (2005), Hausman (2003), van Esterik (1989), and others have put forward 
an integrated approach to the analysis of breastfeeding and maternal bodies, combining an 
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appreciation of scientific knowledges with an understanding of breastfeeding as a cultural form that 
both enacts and is subject to gendered social structures. This kind of specificity via ethnographic 
attention to social detail combats dualistic thinking, and is also characteristic of the mother-and-
infant-centred work of Scheper-Hughes (1984). Such a non-dualistic appreciation of the work 
undertaken with and by bodies has led me to further interrogation of the theoretical and conceptual 
possibilities of my research through exploration of Deleuze and Guattari’s ideas, and application of 
these to the body practices enacted by women at the intersection of breastfeeding, insufficiency, and 
milk sharing.  
Deleuzo-Guattarian thinking – often referred to as ‘assemblage thinking’ – centres around process 
and flux. The arrangement and movement of bodies in social space results from various 
disarticulations between those bodies and the social relations with which they are intertwined. 
These disarticulations result in the deterritorialisation of bodies, and their movement also often 
precipitates their reterritorialisation and reconnection with other forms of social relations. The 
conceptual and analytical utility of Deleuzo-Guattarian thinking therefore lies in its ideas about the 
body, and about bodies, and its focus on ‘what bodies can do’. Bodies’ affect is captured and 
dispersed in constant disarticulation and flows, and in the resultant connections between bodies, 
materials, and assemblages. These assemblages are defined and redefined by the various “lines of 
flight running through [them]” (Deleuze & Guattari, 1987, pp. 103, 104-105). Such a 
conceptualisation of social space is one in which flow and connections are always disrupted, broken 
apart, and reassembled anew.  
Within this philosophical frame, it is considered that “all concepts are responses to problems… [I]t 
is only from the perspective of the originating problem that a concept can be fully understood” 
(Buchanan, 1997, p. 74). The body, then, is “a problem of a very particular type” (Buchanan 1997, 
p.75), and a Deleuzo-Guattarian lens  
[makes] the question of what a body can do constitutive… [reconfiguring] the body as the 
sum of its capacities [and opening the] way for cultural analysis to think these practices of 
self for themselves, instead of interpreting them according to the dictates of a previously 
stipulated clinical condition (Buchanan, 1997, p. 75).  
In this way, such thinking enables a removing of bodies and body practices from a narrow and 
predetermined cultural or biomedical milieu, and facilitates a consideration of those bodies and 
body practices for and of themselves. 
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Deleuze and Guattari (1987, p. 304) summarise that, in their thinking, a body:  
is not defined by the form that determines it nor as a determinate substance or subject nor by 
the organs it possesses or the functions it fulfils. On the plan of consistency, a body is 
defined only by a longitude and latitude: in other words the sum total of the material 
elements belonging to it under given relations of movement and rest, speed and slowness 
(longitude); the sum total of the intensive affects it is capable of at a given power or degree 
of potential (latitude). Nothing but affects and local movements, differential speeds… 
Latitude and longitude are the two elements of a cartography (emphasis in original).  
The body is knowable by its affect and effects, through its connections with other bodies and 
through its fragmentation of material flows. Deleuze and Guattari futher present a distinction 
between the body and the Body without Organs (BwO). Deleuze and Guattari speak of the ‘Body 
without Organs’ (BwO) as a “continually self-constructing milieu” (Deleuze & Guattari, 1987, p. 
191) that “goes beyond any opposition between the one and the multiple” (p.179), challenging 
conventional notions of the body as discrete, bounded (dys)function, or as sufficient or insufficient 
(see also Buchanan, 1997, p. 74). In the body practices and experiences explored by the women 
involved in my research, it becomes evident that the bodies in play do not represent an ‘empty 
BwO’ but one that is approaching being a ‘full Body without Organs’. The full BwO is able to 
establish lines of flight that can “free the circulation of intensities, making other, further 
connections with other BwOs [possible]” (Grosz, 1994, p. 171). It is a kind of aspirational state, 
never fully achieved, but approached through deterritorialisation and disarticulation. The full BwO 
allow for connections, proliferations, linkages to be made and remade in connection with others, 
“induc[ing] deterritorializations at its lines of flight, movements of becoming” (Grosz, 1994, p. 
171).  
Connections and affect are key here. This cartography, the bodies within it, and the connection and 
fragmentation of material flows between bodies, is defined by movement, interpolation, and 
interaction, and by shifting intensity and affect, rather than by any final positions or functions of 
bodies. As Massumi (2002, p. 8) explains, “positionality is an emergent quality of movement”. 
“Positionality” in this context is somewhat different to the usual meaning of positionality as it is 
discussed in the social sciences. Rather than being about a researcher’s position relative to their 
informants and subject matter, for example, it is about the result of a body’s movement in a social 
milieu. The body’s deterritorialisation and reterritorialisation, and the lines of flight it takes in 
relation to these movements, result in a multiplicity of positionings. Such positionings are indicative 
of the flow, affect, and potential of bodies, and speak to the core of Deleuzo-Guattarian assemblage 
theory: namely, that it focuses on what bodies do, and on what bodies can do.  
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Further, the interaction between the individual and the collective “is precisely what takes 
form…what is socially determined – and [what is] renegotiated by each and every cultural act” 
(Massumi, 2002, p. 9). This ever-moving field of bodies and body practices is characterised as one 
of potential, rather than just possibility – again as described by Massumi (2002, pp. 9-10):  
[the] distinction between potential and possibility is the distinction between conditions of 
emergence and re-conditionings of the emerged. Conditions of emergence are one with 
becoming. Re-conditionings of the emerged define normative or regulatory operations that 
set the parameters of history (the possible interactions of determinate individuals and 
groups.  
[P]ossibilities delineate a region of nominally defining – that is, normative – variation. 
Potential is unprescripted.  
 
I have worked with these ideas to grapple with the body practices enacted by the interlocutors in my 
research. In contemplating bodies and body practices from the perspective of ‘becoming-’, for 
example, it is possible to see aspects of normative or regulatory operations at play in the ways 
women engage in body practices and respond to bodies in the context of lactation and infant 
feeding. There are also, however, aspects which speak to Deleuzo-Guattarian conditions of 
emergence. These aspects illuminate the processes of this becoming-(breastfeeding-)woman. Such 
processes speak of potential, and of renegotiated boundaries, and of resisting normative operations. 
The idea of becoming- in this domain is therefore not simply about the re-conditionings of the 
already-emerged, the already-defined, the already-spoken-of-and-for. It is about potential and a 
challenge to existing rigid bodily and social boundaries.  
In their conceptualisation of the body and bodies, Deleuze and Guattari also maintain an emphasis 
on acknowledging and understanding the “tetravalence of the assemblage” (Deleuze & Guattari, 
1987, p. 103), and the importance of appreciating the entirety of the assemblage incorporating the 
machinic assemblage of bodies – “of actions and passions, an intermingling of bodies reacting to 
one another” (p.102) – and the collective assemblage of enunciation – “of acts and statements, of 
incorporeal transformations attributed to bodies” (p.102-103). As noted, these assemblages are in a 
constant state of movement and flux, redefinition and deterritorialisation, with the assemblage 
holding primacy over individual “tools and goods…; over language and words” and “the 
articulation of the two aspects of the assemblage [being] affected by the movements of 
deterritorialization that quantify their forms” (Deleuze & Guattari, 1987, p. 103). As Deleuze and 
Guattari (1987, p. 103) clarify:  
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That is why a social field is defined less by its conflicts and contradictions than by the lines 
of flight running through it. An assemblage has neither base nor superstructure, neither deep 
structure nor superficial structure; it flattens all of its dimensions onto a single plane of 
consistency upon which reciprocal presuppositions and mutual insertions play themselves 
out. 
Deleuze and Guattari (1987, p. 103) go on to explain the specifics of the assemblage: “on a vertical 
axis, the assemblage has both territorial sides, or reterritorialized sides, which stabilize it, and 
cutting edges of deterritorialization, which carry it away”. The movement of bodies is characterised 
by their leaving territories (deterritorialisation), and re-entering territories (reterritorialisation), 
through “lines of flight” (Deleuze & Guattari, 1987, p. 591) that are multiple, unpredictable, and 
that both reflect and affect the boundaries and shape of social territories.  
The movement and fragmentation of bodies – the body-in-process – is further discussed by Deleuze 
and Guattari through exploration of the concept of the incorporeal as a kind of space in-between 
bodies, relative to bodies and their body work. Massumi (2002, p. 14, emphasis in original) asserts 
that this incorporeal dimension is  
of the body. Of it, but not it. Real, material, but incorporeal. Inseparable, coincident, but 
disjunct...(2002, p. 5). [In this sense] the emptiness or in-betweenness filled by experience is 
the incorporeal dimension of the body.  
In a related move, assemblage thinking also incorporates and considers the relations between ‘the 
virtual’ and ‘the actual’ in powerful ways. This Deleuzo-Guattarian “realm of potential” (Massumi, 
2002, p. 20) offers particular acknowledgement of “the incipient possibilities inherent in any 
situation and how, by relations of exteriority, elements are never fully enrolled and determined by 
their networks” (Muller & Schurr, 2016, p. 7). Bodies and thoughts “relay in reciprocal becomings; 
together they ally in process. They are tinged with event” (Massumi, 2002, p. 11, emphasis mine).  
Assemblages are thus characterised by potentialities and capacities, anticipatory action, flux and 
flows, becomings and processes. The constant movement of such non-static bodies points to the 
unpredictability of the future, and shapes the forms of actions, networks, and bodies in the present 
(Muller & Schurr, 2016, p. 2). It is, as Massumi (2002, p. 20) reiterates, a “realm of potential”. 
Assemblage thinking as introduced by Deleuze and Guattari is therefore a move away from 
dualism, determinism, structuralism and essentialism, and a move towards serious consideration of 
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desire, affect, and the unpredictable proliferation of linkages in and between bodies and social 
domains.  
 
Desire and affect 
The idea of an assemblage, for Deleuze and Guattari, is in large part ‘held together’ by desire:  
It makes assemblages coalesce together…[through a kind of] positive productive 
force…[and] is not just a stabilising but also a destabilising force that takes an assemblage 
apart (Muller & Schurr, 2016, p. 8).  
Desire, then, is implicated in and integral to the assembling and disassembling of body-interactions. 
The assemblage “does not exist without the passions the assemblage brings into play [or]…without 
the desires that constitute it as much as it constitutes them” (Deleuze & Guattari 1987, p. 65). It 
holds relevance for an understanding of what desires drive women to enact body practices in 
specific ways, and often in ways that draw together other bodies and also exceed ‘the actual’ as 
enunciated by Muller and Schurr (2016, p. 8): “Desire/wish can be read as an expression of the link 
between the actual and the virtual, where the virtual always bears on the actual but always exceeds 
it at the same time”. Desiring in this context is the core of these assemblages, while also pushing at 
their boundaries and defining their nature as social/cultural cohesions of bodies and technologies. 
These women’s desires – what it is that drive their body practices – are not uniform or homogenous, 
however. Rather, they are heterogeneous, cumulative, formed and then dispersed, and act on the 
body/ies involved in various different ways.  
The concept of ‘affect’ is also central to Faircloth’s work (2011a, 2011b, 2015) on full-
term/extended breastfeeding and attachment parenting approaches amongst women in the UK. 
Faircloth (2015, p. 293) notes that affect is  
the preconscious response to a stimulus, not necessarily expressed or verbalised in the 
language of ‘emotion’… There is therefore a trap here, in trying to describe the affective 
element of experience through the narratives of our informants.  
Following from this, I have avoided inferring affect from women’s narratives and descriptions of 
their experiences. Rather, women talk of their bodies and body practices in rich and purposeful 
ways that lend themselves to analysis via Deleuzo-Guattarian ideas – they are indeed both ‘doing’ 
and also ‘thinking with’ their bodies. For these reasons, and in these ways, I have maintained a 
focus on what these women’s bodies can do, and how they push back against predominant 
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conceptualisations. Through body work, women enact forms of Deleuzo-Guattarian ‘nomad 
thought’ in various movements towards becoming-(breastfeeding-)woman.   
 
Becoming-, rhizomes, multiplicities, and nomad thought 
The idea of the body-in-movement is connected with the broader concepts of the rhizome and 
‘nomad thought’ as introduced by Deleuze and Guattari (1983, 1987). Nomad thought in particular 
captures the kind of body work, assemblage formation, and modes of thinking that challenge and 
dismantle dominant power relations, and that are positioned in contrast to ‘state thought’. Nomad 
thought is conceptually related to the rhizome, or a ‘rhizomatic’ approach, that resists a structural 
orthodoxy of theory and research and instead works to refocus attention on the multiplicity of 
connections and fragmentations that pertain in social (and other) domains (Deleuze & Guattari, 
1983, pp. 3, 24).   
Within this approach, Deleuze and Guattari develop the problematic of becoming- as an unsettling, 
decentring act. Connected, too, with nomad thought, becoming- speaks to a rhizomatic formation of 
multiplicities through the positioning and repositioning of bodies within social domains in ways that 
produce constant connection, reconnection, and fragmentation of flows and social meaning. 
Deleuze and Guattari (1987, pp. 282-286, 292-283) discuss the specific notion of ‘becoming-
animal’ at length. Deleuze and Guattari understand this concept through its application to the 
formation and transformation of packs, which they describe in terms of “unnatural 
participations…co-functioning by contagion” (Deleuze & Guattari, 1987, p. 282) rather than 
through linear genetically-determined linkages. This process of becoming- occurs through the lines 
of flight taken by ‘anomalous’ individuals within a pack, and by their definition and challenging of 
‘borderlines’ via those (unpredictable) lines of flight (1987, p. 284): 
[A] multiplicity is defined not by the elements that compose it in extension, not by the 
characteristics that compose it in comprehension, but by the lines and dimension it 
encompasses in “intension”. If you change dimensions, if you add or subtract one, you 
change multiplicity. Thus there is a borderline for each multiplicity; it is in no way a center 
but rather the enveloping line or farthest dimension, as a function of which it is possible to 
count the others, all those lines or dimensions constitute the pack at a given moment (beyond 
the borderline, the multiplicity changes nature)… (Deleuze & Guattari, 1987, p. 286, 
emphasis mine).  
The rhizome acts as a powerful conceptual frame for considering the messy specificity of social 
domains, in which “heterogeneities effectively function in a multiplicity of symbiosis…[and may 
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be] transformed through the becomings of passage” (Deleuze & Guattari, 1987, p. 292). In offering 
rhizomatic thought as an alternative means by which to contemplate bodies and social meaning, 
Deleuze and Guattari (1987, pp. 292-293) provide the following useful advice that has guided my 
application of this particular approach to my own research:  
Make a rhizome. But you don’t know what you can’t make a rhizome with, you don’t know 
which subterranean stem is effectively going to make a rhizome, or enter a becoming, 
people your desert. So experiment.  
 
In the spirit of experimentation, in the next section I look beyond Deleuze and Guattari to the work 
of corporeal and postconstructionist feminism as an additional intersecting lens through which to 
view my research.  
 
Pushing the limits of Deleuzo-Guattarian bodies  
 
Corporeality: extended, creative, cyborg  
These affective dimensions, and the notion of a desiring body that responds to but also pushes at 
boundaries, share conceptual space with the idea of creative corporeality enunciated both by 
Deleuze and Guattari, and by corporeal feminism. Both Grosz (1994) and Bartlett (2005) note the 
possibilities of a Deleuzo-Guattarian approach for understanding breastfeeding as a “creative 
corporeal model” (Bartlett, 2005, p. 178) that deserves “narratives that empower” that corporeality 
and the women who enact it (Bartlett, 2005, p. 190). Such an approach conceives of the body 
generally, and the breastfeeding body more specifically, as creatively corporeal – rather than as 
passive, dictated by external forces, or as ‘simply natural’. Instead, corporeal feminism as explored 
by Grosz considers that “biology…is an open materiality” (1994, p. 190), and that bodies may be 
used to think with and not just about. This derives conceptual form from Deleuze and Guattari’s 
work on bodies and assemblages, but also goes on to critique elements of this work on the basis that 
while it foregrounds becoming-woman, it does so via a patriarchal gaze. For this reason I move 
from the ideas expressed in Deleuze and Guattari’s work to the articulation of these ideas within a 
frame shaped by my engagement with corporeal feminism.  
Becoming- in this context stands as a “way of dismantling” and of calling into question the 
“coagulations, rigidifications, and impositions required by [dominant]…power relations” (Grosz, 
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1994, p. 176). Grosz is talking here of ‘becoming-woman’ and its relation to patriarchal power 
relations, highlighting her extrapolation of Deleuzo-Guattarian ideas into the space of corporeal 
feminism and her questioning of the original intent of the work. My incorporation of a corporeal 
feminist perspective and its analytical tools brings shape and rigour to, but also challenges, some of 
the above Deleuzo-Guattarian ideas. It makes the theoretical approach referred to in my research 
more responsive to women’s experiences, and less determined by what could be seen as somewhat-
problematic conceptual constraints. Drawing from Grosz’s (1994, pp. 187-191) and others’ 
discussion of sexual difference and understandings of biology from a corporeal feminist vantage 
point, I recognise that bodies are neither blank slates of raw, unresisting material, nor “fixed, inert, 
purely genetically or biologically programmed entities” (Grosz, 1994, p. 190).  
This new materialist perspective is explored further by Lam (2015, p. 76), who asserts there is an 
“imperative to bring the materiality of bodies, especially reproductive process, back into feminist 
analysis”. This helps to conceptualise the sort of “embodied power” (Lam, 2015, p. 79) present in 
the work of bodies, and in the contexts of which I speak here. Lam looks to: 
new material feminisms as a postconstructionist ‘thinking technology’, and focuses on what 
they enable in feminist thought as ‘breaking feminist waves’ and more broadly, as a 
transdisciplinary, trans-dualistic theoretical framework with radical epistemological and 
methodological potential for addressing disembodying dualism underlying patriarchal praxis 
(Lam, 2015, p. 80).  
The ‘trans-dualism’ of which Lam speaks here aims to break through the 
“essentialist/constructionist binary” (Lam, 2015, p. 110) that has characterised feminist debate. 
Instead, the trans-dualism posited by Lam draws from new material feminisms in particular, and 
asserts that there can be acceptance of social constructionist arguments for the recognition of social 
structures of constraint and agency, alongside recognition of the materiality of bodies and of 
structures that also constrain or produce agency. Such a perspective “insist[s] that the material 
realm is irreducible to culture or discourse and that cultural artefacts are not arbitrary vis-à-vis 
nature” (Coole & Frost 2010, cited in Lam, 2015, p. 110). The goal of this approach is “a feminist 
strategy incorporating the diversity of women’s experiences to bridge theory and practice” (Lam, 
2015, p. 65).  
Following from this project, Lam (re)considers Haraway in her discussion of “breaking feminist 
waves”, positing a new material feminist post-constructionism that straddles the epistemological 
divide evident between modernist/second wave and postmodernist/third wave feminism (the latter 
influential in liberal feminism). In particular, Lam (2015, p. 103) notes that Haraway presents an 
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“argument for a feminist objectivity constituted of partial position”. This concept of ‘situated 
knowledges’ attempts to “bridge the gulf between female sexed and reproductive bodies and 
women’s multiple experiences of them” and introduces “the idea of a ‘nomadic subject’” with the 
“cyborg figure [presenting] a version of complex feminist embodiment” (Lam, 2015, p. 103). The 
body here again is a focal point and a way of challenging. Rather than reinforcing dualism, then, 
Haraway’s work instead:  
recognizes that a discursive understanding of the body emerges from the social experience 
of something named a body, [and] the language becomes embodied. Haraway’s theorization 
of embodiment demonstrates her argument that the overlaps and intersections of nature and 
culture, human and machine, and animal and human, actually overlap and are never fixed or 
stable (Lam, 2015, p. 104).  
Such constant movement, flux, interpolation of bodies and anticipatory action, and the ideas of 
nomadic thought and subjectivity, connects with the Deleuzo-Guattarian conceptual strands 
discussed above, extending this into a reconsideration of Haraway’s work via reference to a 
postconstructionist, new materialist feminism. Haraway’s early work, and in particular A Manifesto 
for Cyborgs (Haraway, 1987, 1991) plays with the critical idea of moving beyond essentialism and 
gendered identity, and works instead to create affinities between bodies rather than rigid taxonomies 
and identities. Haraway focuses on how a new (at the time) socialist feminism might work at 
reducing and removing essentialist boundaries such as those between human and machine. In doing 
so, she argues  
for pleasure in the confusion of boundaries and for responsibility in their construction. It is 
also an effort to contribute to socialist-feminist culture and theory in a post-modernist, non-
naturalist mode and in the Utopian tradition of imagining a world without gender, which is 
perhaps a world without genesis, but maybe also a world without end. The cyborg 
incarnation is outside salvation history (Haraway, 1991, p. 150, emphasis in original). 
 
This form of creative corporeality introduces the idea of the Cyborg as a “cybernetic organism, a 
hybrid of machine and organism, a creature of social reality as well as a creature of fiction” 
(Haraway, 1991, p. 149). Such an assemblage is based on claimed, rather than historically-assumed 
affinities between bodies. It is an unsettling, polymorphic notion that aims to destabilise 
conventional views of thinking about femaleness and female bodies and feminism. This idea is 
extended and manipulated in Haraway’s more recent work regarding the Anthropocene and what 
Haraway terms the “Chthulucene”. The Chthulucene is a (speculative) epoch characterised by the 
catchphrase “Make Kin, Not Babies!” (Haraway, 2015, p. 161). The Chthulucene incorporates, or 
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even requires, the assembling and fragmentation of bodies in a move designed to counter our 
species’ move towards self-destruction. To this end, biological materiality sits alongside cross-
species corporeal creativity. While Haraway’s ideas have shifted over time, her core theorisation of 
bodies-in-movement, creative and radical corporeality, and the (re)conceptualisation of spaces 
between bodies, remain. These ideas are collectively situated relative to a middle ground between 
the binary and the rhizomatic, retaining a Cyborg connectedness but more recently shifting 
conceptualisation. The ideas now evoke the tree rooted to the earth but branching out, or an octopus 
that is both a singular body and a tentacular array of limbs seeking connection.  
I weave together these ideas with my research data in later chapters, in particular when analysing 
creative corporeality and extending the body (chapter 7), and the enactment of body practices in 
relation to the processes of becoming-(breastfeeding-)woman (chapter 8). In chapter 9 I explore in 
greater depth how Haraway’s ideas might work as a kind of connecting point between Lam’s 
discussion of post-constructionism and the incorporation of multiple vantage points, Grosz’s 
corporeal feminism and the use of bodies in the dismantling of power structures, and Deleuzo-
Guattarian concepts of deterritorialisation, nomad thought, and the rejection of rigid boundaries in 
favour of movement and flux.  
 
Corporeality: somatechnic and equivocal   
Of further relevance to the intersection of bodies, body work, machines and technologies, Shapiro’s 
(2015) work discusses biomedical technologies and ‘somatechnics’ (technologies of the body), with 
particular reference to New Reproductive Technologies (NRTs). Shapiro, in exploring the use and 
meanings of these technologies in a slightly different way to Lam (2015), notes that somatechnics 
are employed by people because they create and carry crucial social meaning: “We do it because it 
matters” and because “meeting or approximating hegemonic gender scripts leads to positive 
outcomes in individual lives” (Shapiro, 2015, p. 181). The idea of employing/deploying 
somatechnics in ways that reflect social (body) norms and contribute to positive individual 
outcomes informs my later discussion of women’s use of devices such as at-breast supplementers. 
In particular, I seek to understand how women’s body work of this type “matters” in the context of 
social body norms, as well as relative to their own understandings and in relation to meeting or 
approximating (and in some cases challenging) hegemonic gender scripts. While the NRTs both 
Shapiro and Lam explore are not functionally equivalent to the supply lines, milk sharing or milk 
banks or which I speak here, they do bear some important similarities. This is especially so if 
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viewed through a feminist lens of discussion and analysis that considers relationships between, for 
example, hospital-based milk banks and medical science, and the views of women’s bodies that 
arise from that frame. How technologies might be implicated in either embodying or disembodying 
practice, and the contemplation of natural/unnatural (Lam, 2015, pp. 24, 46-47), are also significant 
considerations that I have drawn from Lam’s work in particular and apply in analysis of my own 
research.  
While Shapiro acknowledges the materiality of NRTs and other biomedical technologies, it is less 
clear whether she considers female bodies to be materially extant in the same way that corporeal 
and material feminisms do. In this respect, I follow more from the discussion presented by Lam 
(2015) in that I am viewing my research through a lens which recognises the specific biology of 
women, and the gendered identity that is associated with this (both in terms of an imposed gendered 
identity, and one that women themselves might determine). I talk therefore of technologies recruited 
in the expression of imposed or self-determined gendered identities, rather than technologies being 
used to substantially rewrite one’s own sexual specificity through changes to physicality. This 
connects with Lam’s analysis of NRTs and various feminist ‘camps’ relative to NRTs, including 
resistors, embracers, and equivocals (Lam, 2015, pp. 45, 65). Lam’s resultant outline for a trans-
dualist, “biosocial understanding of reproduction and mothering, and a feminist strategy 
incorporating the diversity of women’s experiences to bridge theory and practice” (Lam, 2015, p. 
65) has informed my analysis. Echoing van Esterik (1989, 1994) and Blum (1993), this position is 
underpinned by “a requirement that feminist responses be rooted in the actual circumstances of 
women’s reproductive lives as inscribed by social and material structures of constraint if also of 
agency” (Lam, 2015, p. 65). Reiterated by Grosz (1994), and reflected in Bartlett’s (2005) recent 
work, this kind of approach aims to create ways in which women and women’s bodies might speak 
for themselves. 
In the following sections, and particularly in the approaches to analysis in chapters 7, 8 and 9, I 
further apply this synthesis of conceptual elements to explore women’s body practices from a 
corporeal, new materialist, trans-dualist feminist perspective.  
 
Corporeality: prosthetic, mediated, and misfitting  
Analyses of prostheses and their relationship to bodies and body practices introduces an additional 
perspective on corporeality and the use of technologies to augment or repair bodily function. As 
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noted above in the review of literature in Chapter 1, Manderson’s anthropological analyses of 
illness and disability focus on people’s (re)conceptualising of their bodies following radical changes 
to physicality – for example, mastectomy (Manderson & Stirling, 2007) – and how bodies which 
challenge prevailing norms might be (re)contextualised (Manderson, 2011; Warren & Manderson, 
2013). Manderson’s work with amputees and their uses of and perspectives on prosthetics also 
contributes to exploration of the technologically-mediated aspects of body practices. It also prompts 
questions regarding how prostheses and related body practices of disconnection and reconnection 
might be incorporated in the experience of (and responses to) insufficiency.  
Grosz (2005a) has also written on ‘prosthetics’, and their relationship to and with the body, nature 
and culture (see also Brill, 2011 for discussion of Grosz's work in this area). This is relevant not 
only to an understanding of at-breast supplementing devices, for example, but also to an 
understanding of the conceptually broader concept of prostheses. These prostheses include 
connections, augmentations, and supports comprised of family, friends, health professionals and 
institutions, systems, structures, and so on. Brill (2011, p. 249), discussing Grosz’s work, asserts:  
the more nuanced one’s understanding of the prosthetic function of a particular complex of 
bodies and forces, the more refined will be one’s understanding of the different ways in 
which these bodies are defined in relation with one another and of the different effects of 
their participation in the prosthetic function. 
I reflect on this notion of “prosthetic function” in Chapter 7 in particular, and again in the 
conceptual discussion in Chapter 9, as one means of understanding the interplay of individual 
women’s body practices with the ‘bodies and forces’ that surround them.  
In a related vein, Lam (2015, p. 121) mentions Garland-Thomson’s (2011) concepts of “misfits” 
and “misfitting” in the context of feminism:  
The phenomena of fitting or misfitting with the world, places the experience of vulnerability 
in the material situation, the spatiotemporal location of the event. Fitting or misfitting is a 
happening, rather than a fixed characteristic of the body. Whether one fits or misfits in any 
given moment, changes and is contingent on the fluid process of bodies over a life course 
intra-acting with an equally constantly changeable material environment.  
Grosz and Garland-Thomson’s work intersects in the literature in relation to discussions of the 
augmented and differently-abled body, and its positioning relative to dominant sociocultural 
conceptualisations of acceptable bodies. ‘Misfitting’ as a feminist materialist disability concept 
provokes questions regarding the movement and interaction of female, maternal, lactating bodies 
within a material environment that is marked by specific sociocultural and sociopolitical boundaries 
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and pressures. It prompts interrogation of how those bodies might be considered sufficient, 
insufficient, or otherwise, dependent on their relationship with these material conditions. Movement 
is the defining characteristic of these bodies-in-flux and environments-in-flux as they appear in this 
concept, as well as in relation to the concept of ‘situated knowledges’ as these are discussed by Lam 
with reference to standpoint theory. The movement of bodies within and across social boundaries 
again references the Deleuzo-Guattarian thinking, as well.  
The concept of prosthetic function and the extension of the body in both physical and 
metaphysical/conceptual ways is also implicated in Lupton’s more recent work regarding digital 
health technologies, which follows in some senses from her earlier research into the varying 
conceptualisations of maternal bodies. Lupton’s increasing corpus of work around digital health 
technologies, self-monitoring and surveillance, and the demarcation and incongruities of personal 
responsibility within a realm of biomedical control, present an interesting suite of ideas that speak 
to a number of future possible implications and directions for my own research. I revisit this as part 
of my discussion in Chapter 9.  
 
Corporeality: maternal and feminist  
Situated relative to the movement and conceptualisation of female bodies, calls have emerged at 
different stages that point to a perceived need for a ‘maternal feminism’. The definition of maternal 
feminism, and of the links between mothering and feminism, has not been clear-cut, however. The 
earlier incarnation of such a conceptual framework tended to focus on women-as-mothers and the 
use of this role as justification for access to particular supports and rights (e.g. the right to vote). 
More recent calls tend to situate the maternal work of women within an appreciation of and 
resistance to dominant power relations as these impact and shape this work for the benefit of other, 
more powerful, groups (Umansky, 1996).  
In particular, maternal feminism has been seen as a necessary counterpoint to more recent ‘third 
wave’ feminism, which moves beyond any distinction based on physical sex and the experiences 
that are associated with this (e.g. pregnancy, birth, and so on). This move has over time informed 
and been informed by a feminist frame that privileges individual choice and aims for freedom from 
the imposition of biological materiality, and that has consequently meant a focus on individual 
reproductive choice from within that frame. Such a focus has, in certain manifestations, tended to 
subjugate or erase the maternal subject, and consideration of issues surrounding pregnancy, birth 
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and parenting is construed as inherently unliberated and unfeminist (Snyder-Hall, 2010; Umansky, 
1996). In more recent times, maternal feminism and consideration of the experience of motherhood 
has (re)emerged through the work of writers and researchers such as Baraitser (2008), Brush (1996), 
Kawash (2011) and Olorenshaw (2016). Such perspectives variously aim to position and 
acknowledge the material conditions of being female, and how these intersect and interact with the 
materiality of pregnancy, birth, and breastfeeding. O’Reilly (e.g. 2010) and Ruddick (1980, 1995) 
also work to unsettle dominant (patriarchal) narratives of motherhood and the female body
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relative to those. Baraitser’s (2008) work focuses on the embodied experiences and disruptions of 
and to the maternal and pre-motherhood self.  
There is an obvious intersection between the women and body practices I discuss in my research, 
and the revitalisation of a feminist framework that considers the maternal body and the ways in 
which this is situated relative to conceptualisations of female bodies within dominant frameworks. 
In Chapter 9 I return briefly to contemplate these links, however due to space constraints more 
detailed exploration of associated ideas, gaps and possibilities lies outside the scope of my thesis.  
 
Conclusion: Bodies of meaning, and meanings of bodies 
Breastfeeding and the breastfeeding body are conceived as at once mundane and extraordinary; an 
everyday lived experience that also often is described as having special properties and involving a 
particular kind of embodied knowledge (Bartlett, 2002, p. 373). These bodies carry meaning in the 
sense that they have meaning attributed to them, but they are also used to transmit, challenge and 
reconfigure meaning through connection with other bodies. Throughout the following analysis and 
discussion, I put to work a number of key theoretical insights drawn from the above exploration, in 
order to appreciate and understand the work that bodies can do, and to challenge predominant 
modes of thinking about those bodies. In particular, I develop on the Deleuzo-Guattarian concepts 
of bodies and assemblages, contemplating the multiplicities of the always moving body-in-flux, its 
lines of flight, and the way in which desire acts on assemblages and flows to fragment and to also 
                                                     
14
 Throughout this thesis, I mostly use the term ‘woman’ and ‘women’s’, but on occasion use the term 
‘female’ interchangeably to refer to adult humans who are female. I recognise however that in some texts 
and disciplines, the distinction between these terms – with ‘female’ as biological sex applicable to a range of 
living beings, and ‘woman’ as denoting either or both the biological sex and gendered identity of only adult 
humans – is seen as significant. For discussion of the broader sociolinguistic implications of such language, 
refer to Lakoff (2000). For op-ed discussion of this distinction in popular and social media, refer to Brown 
(K. Brown, 2015) and Safire (2007). Further discussion of the implications of this distinction in language and 
practice is outside the scope of this thesis. 
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reconnect bodies and body parts. I conceptualise women’s bodies as desiring-machines in this 
context, engaged in a continuous never-finished movement of becoming-. The territorialisation, 
deterritorialisation, and reterritorialisation of bodies, and their fragmentation and reconnection, 
results in a social field of potential characterised by women’s bodies and their often-anomalous 
positionality relative to the ragged, permeable borderline of the sociocultural setting.  
I also view this pushing and pulling of bodies through an intersecting lens drawn from corporeal 
feminism, extending Deleuzo-Guattarian ideas through close attention to the operation of power on, 
by, and between women’s bodies. This approach is one in which women’s bodies – and those of 
breastfeeding women in this particular case – are considered creatively, “knowledgeably embodied” 
(Bartlett, 2002, p. 373). I move from these intersecting frames of Deleuzo-Guattarian ideas and 
corporeal feminism to a critical incorporation of the trans-dualist post-constructionism discussed by 
Lam, and the notion of the Cyborg put forward by Haraway, to consider the multiplicities of bodies 
and body practices and their relationships to dominant modes of thinking about female bodies. In 
this way, I put a cyborg theoretical assemblage to work in further analysing the complex 
disarticulations and rearticulations of women’s bodies, and their anomalous positioning relative to 
the borderline. 
I also integrate this hybrid theoretical approach in my work alongside explicit recognition of women 
and women’s bodies as situated relative to a more familiar (to anthropology) domain of 
sociocultural form and practice. As discussed in Chapter 1, normative conceptualisations of infant 
feeding are shaped by several sociocultural factors. Such a recognition complements the integrated 
theoretical approach I have taken here, and has enabled me to give primacy to women’s voices and 
self-reported personal and historical factors. As well, it has further enabled me to comprehend the 
various systemic/structural constraints that influence women’s body practices and experiences in 
relation to breastfeeding, milk insufficiency, and milk sharing. A Deleuzo-Guattarian and corporeal 
feminist approach, consideration of a trans-dualist post-constructionist new material feminism, in 
combination with the specificity of an anthropological, ethnographic method therefore facilitates a 
thoroughgoing analysis of such constraints, as well as clear attention to the messy complexity of 
social and cultural life for these women.  
In the following chapter I begin my rhizomatic exploration of women’s body practices at 
beginnings, through a focus on the expectations and sociocultural situatedness that accompany 
those beginnings.  
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CHAPTER 4 
Expectations and beginnings 
 
From expected sufficiency to unexpected insufficiency: a shift in corporeality 
Pregnancy and birth mark a beginning characterised by expectations – those of the woman, of her 
family, of friends, of health professionals, and of the social settings in which she resides. These 
expectations are shaped by existing as well as newly-formed beliefs, knowledges, and cultural 
narratives, and are articulated through a range of body practices. These are territorialised bodies, 
connected through normative expectation. Before and throughout pregnancy, during labour and 
birth, and in the post-partum period, women are also the willing and sometimes unwilling recipients 
of information that seeds doubt, fear and concern, as well as information that shapes positive 
expectations and precipitates positive experiences. So, too, the women I spoke with and observed as 
part of this research described their preparation for pregnancy, labour and birth, and their 
expectations around these as well as around breastfeeding and the time immediately post-partum. 
The first inklings of lines of flight, of the movement and deterritorialisation of these bodies, starts to 
become clear. Women’s descriptions are of body practices couched in expectations of bodily 
function and, at the same time, dysfunction; of cultural narratives that explicitly articulate the 
normalcy of birth and breastfeeding while simultaneously undermining the likelihood that these 
women’s maternal bodies would be up to the task of either. The processes involved in attempts to 
reconcile these expectations with lived reality result in forms of reterritorialisation, with bodies 
crossing into new sociocultural contexts.  
In this first analysis chapter, I focus on women’s movement from pre-natal expectations and 
preparation to post-natal body work, and their commensurate movement from conventional 
corporeality to a less conventional, even unconventional, intercorporeality and the practices-
between-bodies that this entails. I incorporate Deleuzo-Guattarian notions of desire and the body as 
a desiring-machine (Deleuze & Guattari, 1983, pp. 36-37), and reference the work of authors such 
as Schmied and Lupton (2013; 2010), to comprehend women’s body practices prior to and during 
the process of identifying milk insufficiency. The territorialisation, deterritorialisation and 
reterritorialisation of bodies seen in this chapter then flows into later analysis.   
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“I totally trusted my body”: unquestioning bodies 
Dennis (2006), Hauck, Langton & Coyle (Hauck et al., 2011; Hauck, Langton, & Coyle, 2002), and 
others have written on the potential for incongruity between women’s pre-natal expectations of 
childbirth, breastfeeding, and mothering, and the realities experienced following the arrival of a 
child and the initiation of breastfeeding. In related research, Schmied and Barclay (1999), Schmied 
and Lupton (2010), and Sheehan, Schmied and Barclay (2010) discuss some of the internal 
inconsistencies and contradictory identity work at play in the early days and months of mothering 
and infant feeding. In my own research, informants’ description and discussion of their prenatal 
body practices and preparation were routinely grounded in the largely unquestioned assumption that 
they “would just breastfeed”.  
When Emily spoke of her memories of pregnancy, and her preparation for breastfeeding her first 
baby, she had no hesitation in recalling her unquestioned faith in the innate physiological ability to 
feed her baby: “I trusted my body to do this”.  
Similarly, Jenny reiterated several times throughout our discussions: “Everyone said how rare it was 
to really not make enough milk”. Steph conceived of a similar kind of trust relationship between 
herself and her bodily function, emphasising: “I always knew I wanted to breastfeed… that was 
how you fed your baby… I totally trusted my body.”  
Michelle, after straightforward breastfeeding relationships with her first three children, did not 
contemplate significant issues and ongoing insufficiency with her fourth child because, in her 
understanding, “breasts are designed to feed babies, right?”.  
Operating from this basis, women spent time during their pregnancies consulting with other 
breastfeeding mothers, including those amongst friends and family (where possible). They spoke of 
reading books and online resources that emphasised the resolvable nature of most breastfeeding 
difficulties. They attended breastfeeding education classes, and joined peer support organisations 
such as the ABA and LLLI.  
Sophie discussed her prenatal preparation for labour and birth, but notes she did not at any stage 
contemplate that breastfeeding may not work out:  
I had prepared myself because I’m a nurse, so I’d prepared myself for a caesarean, I’d 
prepared myself for an epidural, I’d prepared myself for, you know, if I’d had to have 
forceps or vacuum, I’d mentally already discussed what I’d wanted for that but I’d never 
ever thought that – ever thought – that I would not breastfeed. I was really committed to it 
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for at least a year. I had bought all the gels, I’d bought all the creams, I had the best pump I 
could find, I just knew that that’s what I wanted to do, and I had no issues with doing it. I 
knew it was going to be a lot of work, I knew it was going to be painful. I didn’t go into it 
ignorant. 
 
Emily spent her pregnancy preparing for a ‘normal’ breastfeeding relationship: 
I was actually teaching prenatal yoga, and working out every day, and eating extremely 
healthy, and preparing for this – this magical birth…[W]e ended up having a pretty 
traumatic birth, with a c-section and 4 day labour and all sorts of, um, horrible, like, events 
that happened – exhaustion – but um, so I was just sort of – I was blind-sided by the whole 
thing. 
Discussing her prenatal conceptions and expectations, in light of subsequent challenges, Emily 
explained further:  
I had been to the breastfeeding group before pregnancy, and I…heard some of the struggles 
and I was just like, oh, these poor women, like, this is really hard – you know, this is really 
hard, [but] I just didn't think it was going to happen to me, at all… 
I wasn't intentionally arrogant, but now I feel like I just was in a daze of thinking that it 
wouldn't happen. And I even had a very close friend have low milk supply issue too, and she 
was the first one that I heard of that actually had – that had this low supply, but I just 
thought it was an extremely rare case, and she had a very traumatic birth, and I thought, just 
from my own perception, I just said oh my – I felt for her, but I again didn't think that it 
would happen to us. 
Emily’s closeness to others who had experienced milk insufficiency and other challenges therefore 
did not translate to Emily herself feeling prepared for such potentialities.  
 
This is mirrored in Sarah’s prenatal expectations, with her remarking:  
I was all very very very pro breastfeeding and that seemed like the only thing I would do 
once I had a baby. There was absolutely no question. 
 
Following the birth of her first baby (now four years old), she then remembers:  
[E]very day I thought, when I wake up it’ll be there. I’ll be engorged. There’ll be milk 
spraying...  I had breast pads, waiting there to put in bras. I thought, I’m going to be leaking 
everywhere, but nothing, nothing, nothing. 
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Common among all the women interviewed is an explicit, acknowledged lack of preparedness – 
practical, physical, and psychological – for insufficiency with a first, and in some cases a second or 
subsequent, baby. Prenatal body practices can be seen instead as focused on labour and birth, and 
on coping with potential breastfeeding complications such as pain, discomfort, engorgement and 
swelling, an over-supply of milk, positioning and attachment difficulties, or the broader challenges 
of frequent feeding, sleep deprivation, and related ‘common issues’. This focus is well-supported by 
the readily available information and suggestions around preparing for breastfeeding, such as that 
offered by the Australian Breastfeeding Association, La Leche League (in countries such as the 
United States and New Zealand), and maternal and child health services. Most such resources 
explicitly note that “true insufficient milk is incredibly rare”, and that “most women can make 
enough milk” (e.g. Australian Breastfeeding Association, 2013a; Day, 2009, p. 112; LLLI, 2009), 
further entrenching the primacy and acceptance of body practices that do not necessarily allow for 
the unconventional intercorporeality into which these women entered following the births of their 
babies.  
 
Family histories and influence, and the obfuscation of insufficiency 
Several of the women interviewed, including Sarah, Michelle, Eliza, Maddie, and Steph, had family 
backgrounds steeped in breastfeeding, including advocacy, peer and health/medical professional 
support, and the normalisation of practices including cross-nursing/feeding
15
. Long-term 
involvement in an environment of breastfeeding as normal and normalised nonetheless did not 
necessarily mean an additional level of preparedness with respect to ongoing milk insufficiency. 
Further, these mothers’ move to acknowledging their insufficiency as chronic, and the need to 
supplement as potentially long term, appears complex and difficult, particularly in cases where 
family members sought to emphasise the rarity of true insufficiency.  
Maddie explained that “my mother has always been a really, really radical breastfeeder, like really 
radical”. Maddie also spoke of other family members involved in supporting pregnant and 
breastfeeding women – aunts who were breastfeeding counsellors, uncles who were family GPs. 
                                                     
15
 Cross-nursing or cross-feeding refers to the act of breastfeeding another woman’s child, in a situation that 
involves no financial compensation for the breastfeeding woman. Cross-feeding is distinct from ‘wet 
nursing’, which generally involves some form of commercial arrangement including monetary or other 
payment to the breastfeeding woman. Refer to Thorley (2008a, 2008b) for further discussion of this 
distinction in the Australian context.  
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Nonetheless, Maddie also encountered difficulties when trying to discuss and work through her 
breastfeeding challenges. She recalls:  
I felt so ashamed, and so let down, in myself, and I was blaming myself. I remember my 
husband said to my mum at one stage, you have to tell her it’s okay if she needs to use some 
formula. And my mum hung up on him and rang me instantly and said “You’re not using 
formula are you?” like it was within the 30 second space. So it was like, you know… It was 
very, very complicated, and [my husband] was trying to support me but what he was 
actually trying to support was “Oh let’s just get this problem over and done with”.  
Her mother’s response, and that of her husband, left Maddie feeling she had no space in this 
situation to further explore her apparent bodily insufficiency. This lack of space afforded to women 
in these situations is mirrored in Sarah’s early experiences with her family, discussed below.  
Family history factors into other women’s expectations of breastfeeding, as well. Eliza “grew up 
around breastfeeding – [my mum] was also a [peer breastfeeding] counsellor when we were 
little…and there are lots of photos of us all breastfeeding”.  
Likewise, Steph recalled that her mother was a peer breastfeeding counsellor who “breastfed all of 
us until we self-weaned, that was how you fed your baby.”  
Emily talked of her memories of breastfeeding, and the ways that these informed her feelings that 
breastfeeding was an inevitable, innate, and in some ways hereditary, skill of mothering:  
[M]y mother breastfed my sisters and I until we were six years old, and my sister has 
children and she had no problem doing it, and I just thought that it was something that our 
family just did well, like I had no idea that it could vary so much individually… 
The normalisation of breastfeeding in this family context is also contrasted by a disbelief or lack of 
understanding related to ongoing insufficiency. Sarah described “finding it incredibly hard and 
stressful” to be repeatedly asked by ostensibly supportive family “Do you think your stress levels 
might be impacting your supply?”, rather than having her suspicions of chronic insufficiency due to 
hormonal dysregulation taken seriously. Such family members were, at the same time, providing 
donor breastmilk as well as directly breastfeeding Sarah’s baby in efforts to support her continued 
breastfeeding. The genuine nature of Sarah’s physiological milk insufficiency was, however, 
routinely questioned. The transition to acknowledgement of the ongoing nature of her insufficiency 
was rendered particularly difficult by the reactions of many well-meaning family members and 
friends:  
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I had so many people [saying] to me “Oh, you must have some psychological block, you’ve 
got some psychological issue” – I’m like “I really don’t. I really have no issues about 
breastfeeding, about my body, about getting my boobs out in public”… I was sitting there in 
the lounge room of my mum’s house with everyone visiting, just with my boobs out, and 
pumping and everything… 
(My mother) is so pro-breastfeeding, this was a big wake-up call for her too because she had 
been one of those midwives and – you know, really mega-advocate for breastfeeding who 
was like “if you want to breastfeed, you can. If women say they don't have enough milk, 
that's not true. Everyone can get enough milk if they try”… It was like a whole wake-up call 
to see that you could really not have enough milk, and not have a letdown, and not have 
your milk come in. 
 
Similarly, Eliza’s mother – a board certified lactation consultant and long-standing peer 
breastfeeding counsellor – was “at a loss” in terms of fully understanding Eliza’s breastfeeding 
difficulties:  
And I remember my mom still at this point was at a loss, you know – because she was – she 
never had problems with breastfeeding, she didn't understand why my baby wasn't doing 
fine. 
 
Steph talked of feeling “really upset” when her mother offered to bring the last of some frozen 
donor milk to the airport and coordinate its clearance through security, as one means for Steph to 
avoid the use of infant formula to supplement:  
And I got really upset by that, because I realised that she really wanted the baby to just have 
breastmilk and it made me feel like a really bad person for giving her formula. 
 
Michelle, too, spoke of growing up surrounded by breastfeeding, and yet described having her 
confidence shaken by doctors and midwives who provided conflicting advice:  
I have been immersed in breastfeeding my entire life – my mum was a [peer breastfeeding] 
counsellor… I’m the eldest cousin so I’ve had aunties and other cousins breastfeeding … 
I’ve grown up in a family that only breastfeeds so I’ve been exposed to it hugely but still the 
information I was given by both doctors, health nurses, lactation consultants that I sought 
help from was all very, very different… I knew how feeding worked, I’d had a conversation 
with my mum, but because a doctor had [given me different advice] it shook my confidence 
unbelievably and I fell apart. 
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The move from prenatal expectations to postnatal reality is therefore a shift from conventional 
corporeality to an unconventional, unexpected intercorporeality. While those prenatal expectations 
centred on the more-or-less unquestioned assumption that “I would just breastfeed”, the subsequent 
shift to enacting a range of non-normative body practices can be seen to have tacit, sometimes 
conditional, and very often partial support from ‘breastfeeding-friendly’ family members and 
friends. This shift then implicates a range of other bodies in a complex assemblage that mobilises 
family histories and influences. These include both influences considered positive, such as a 
prevalence of full-term breastfeeding amongst family members, and those considered negative, such 
as family pressure to wean onto bottles or a disbelief that lactation could fail at a physiological 
level.  
Such sociocultural, institutional and demographic factors as availability of and access to specialist 
support and information, and to family support, form a significant part of the shape of the social 
field. As already outlined in my introduction to the maternal identities involved in my research, and 
as becomes more apparent still in the following chapters, such factors influence the pre-motherhood 
positioning of women in the social domain surrounding infant feeding. For many women who 
contributed to my research, their pre-motherhood positioning was already in many respects non-
normative, and in some cases radical, involving long term breastfeeding, cross-nursing, and family 
histories steeped in breastfeeding advocacy and support. Sociocultural, institutional and 
demographic factors also shape the body practices enacted by women following the birth of their 
babies, as seen in the following chapters. In these ways, women and women’s bodies are always 
contingent, malleable, and in the process of being reformed through various body practices enacted 
in relation to unexpected bodily experiences at the intersection of breastfeeding, milk insufficiency, 
and milk sharing. Such unpredictability is critical to a Deleuzo-Guattarian conceptualisation of 
bodies-in-movement, and to an understanding of the potential of these bodies to resist definition and 
assumption through processes of deterritorialisation and reterritorialisation.  
 
Partial bodies, partial acknowledgement: preparing for challenges 
A lack of preparedness was also evident in the experiences of Angela and Fiona, both of whom had 
sought specific information and pre-natal support because of their suspicion that histories of breast 
surgery – an already-acknowledged partiality of bodies and breasts – would impact future 
breastfeeding. Nonetheless, they felt ignored and stymied by a systemic lack of information, 
professional acknowledgement, and support.  
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Angela talked of her attempts to prepare prior to the birth of her first child:  
[I]n the lead-up to her being born I went and sought information about being able to 
breastfeed, because I'd heard that you may or may not be able to. But I had in my head I'd be 
able to, but the information I got was really poor… they said oh well you'll just have to 
supplement, and that's it. They didn't talk about options, they didn't – so I just sort of put that 
out of my head and thought, oh, well that won't be me, I'll just ignore that and it'll go 
away…  
I wish I’d been given better information.  
 
Fiona, too, “felt ignored” by health professionals, including midwives and lactation consultants, 
when she repeatedly mentioned her history of glandular dysfunction and breast surgery. As well, 
upon discharge from hospital following the birth of her first child, she speaks of there being “no in 
between” – her baby was to be either fully bottle fed or fully breastfed. Little support or advice was 
offered to help Fiona achieve what was, for her, a necessary balance between the two:  
[I]t's one of those gullible (sic) things when you have your first child, where you believe that 
everyone is going to support you to breastfeed, [because] breastfeeding is normal and it 
comes naturally. And I remember on day 2 at my hospital … they said to me 'we're not 
going to let you leave unless your son has established really good breastfeeding, or you're 
bottle feeding him'. And I said 'but breast is best', you know, I was devastated, how can you 
say that I have to bottle feed my son? 'Oh if he doesn't put on x amount of weight, you can't 
leave with your son’.  
Fiona repeatedly described “walking the line” between exclusive breastfeeding and formula/bottle 
feeding, through the considered use of donor breastmilk and at-breast supplementers, despite “the 
all or nothing… advice given by health professionals”.  
Jenny had no history of breast surgery, but did raise her concerns regarding lack of breast changes
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during her first pregnancy:  
I remember saying to the midwife, you know, I haven't had any breast changes, is anything, 
you know – I did read that it's very rare and all of that. And he had a look and he said, “ohh, 
nah”, he said “look, you've got breast tissue there, you'll probably be alright, it's very very 
rare that…” – and from there, I took that on board, and I thought right, that's as far as it's 
going to go.  
                                                     
16
 Breast changes, including increased size, tenderness, and visible surface veins are often some of the 
earliest indications of a pregnancy; and for the vast majority of women will continue to develop throughout 
the pregnancy. Lack of breast changes in pregnancy, in combination with hypoplasia of breast tissue and/or a 
history of under-developed breast tissue from puberty onwards, are markers that may indicate the presence of 
Insufficient Glandular Tissue (IGT) (Cassar-Uhl, 2009; Huggins et al., 2000; Neifert et al., 1985).   
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Likewise Sarah mentioned that “the only thing I did notice was that my breasts didn't gain any 
weight or any volume throughout the whole pregnancy”, but she and health professionals were 
quick to dismiss this as being of little significance with respect to breastfeeding.  
In both Fiona and Angela’s experiences, in particular, the conscious attempt to overcome 
acknowledged bodily partiality and to breastfeed their first child ended within the first few months 
after birth, with both first-born children fully weaned onto bottle-fed formula. This experience, 
however, precipitated both women’s further research and engagement with alternative sources of 
support and information in preparation for future children. All of those children were subsequently 
breastfed despite Fiona and Angela’s ongoing and irresolvable milk insufficiency.  
The experiences and body practices of Angela and Fiona in particular reflect a distinction between 
normative and non-normative body practices in relation to breasts and breastfeeding. Breast 
reduction and other breast surgeries were, in Angela and Fiona’s experience, less contentious and 
open to scrutiny and questioning than their later interest in pursuing exclusive at-breast feeding 
relationships. Their individual corporeal creativity then resulted in a breastfeeding relationship 
formed out of a complex assemblage involving surgically altered breasts, supply lines, donor milk, 
and interaction with numerous other bodies. Angela and Fiona’s body practices therefore speak to 
the ways in which corporeal creativity can challenge normative conceptualisations of acceptable 
and unacceptable breast/body work.  
Their body practices also entail a “feminist reconfiguration of the notion of the body” (Grosz, 1994, 
p. 13). These lactating bodies,  
while striving for integration and cohesion, organic and psychic wholeness, [have the 
ability] to also provide for and indeed produce fragmentation, fracturings, dislocations that 
orient bodies and body parts toward other bodies and body parts (Grosz, 1994, p. 13). 
The disarticulation of bodies through surgery, and through subsequent infant feeding experiences 
that resulted in “failure” and the full cessation of breastfeeding, in Angela and Fiona’s case gave 
rise to the conscious enactment of later body practices. These body practices then “oriented bodies 
and body parts toward other bodies and body parts” (Grosz, 1994, p. 13) through supply lines, 
donor milk, medications, other women’s breasts and cross-nursing. In other words, this entailed a 
vast range of bodies positioned and repositioned throughout the social field of breastfeeding.  
The body practices enacted by these woman are not always clearly non-normative or radical in a 
sociocultural sense. Nonetheless, they highlight the operation and variability of ‘nomad thought’ as 
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referenced throughout Deleuze and Guattari’s work (e.g. 1987, pp. 184-185) and that I discuss in 
more detail in chapter 9. These are bodies that are undergoing processes of deterritorialisation and 
reterritorialisation, in part freeing themselves from imposed understandings via lines of flight that 
run across social domains and between bodies. Women’s bodies here are also desiring-machines, 
their assembling and disassembling driven by the productive and deconstructive force of desire as a 
link between the virtual and the actual.  
 
Conclusion: A shift in corporeal course  
Women internalise the normative rhetoric of failing female bodies, forming prenatal expectations of 
their bodies as unpredictable and ill-equipped for pregnancy, labour, and birth. At the same time, 
however, they internalise expectations of inevitable success at breastfeeding as a natural, normal 
act. Together, these contradictory expectations inform women’s conceptualisation of maternal 
identity and a maternal body. In the face of breastfeeding challenges those expectations of lactation 
success as linked to maternal identity are a catalyst for women making a shift to non-normative 
body practices as a means to redress insufficiency, rebuild maternal identity, and reconstruct the 
maternal body. As Steph asserted, “I couldn’t not do it – this is how I’m supposed to be a mum”.  
With the rhetoric of bodily failure taken into account, however, the enactment of body practices that 
work to overcome or manage insufficiency over sustained periods of time is in many respects a 
radical and radicalising act. For the women who contributed to my research, the move from 
normative to non-normative body practices – and the acknowledgement of a non-normative 
mothering morality that accompanies that move – is a conscious and considered move, albeit 
involving complex body practices interwoven with complex moralities. In these scenarios, bodies 
do indeed speak for themselves, stating an unconventionality of intercorporeal practice and 
articulating a maternal morality that counters prevailing ideas of the failing maternal body in 
popular and biomedical discourse. These body practices involved in the continuation of 
breastfeeding in circumstances of ongoing milk insufficiency are therefore both radical – departing 
explicitly from normative body practices and the conventional intercorporeality of mother-child 
breastfeeding – and radicalising – prompting women to reflect on and engage in additionally radical 
body practices such as milk sharing, in response to their insufficiency. In the following chapter, I 
analyse women’s body practices at this emergent intersection of breastfeeding, milk insufficiency, 
and milk sharing, focusing in particular on the ways in which they both incorporate and avoid other 
bodies.   
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CHAPTER 5 
Incorporation and avoidance 
 
Incorporation, avoidance, and flows: The movement of bodies within and across 
territories  
 
The breast is a machine that produces milk, and the mouth is a machine coupled to it… 
[T]here is always a flow-producing machine, and another machine connected to it that 
interrupts or draws off part of this flow (the breast—the mouth)… Every “object” 
presupposes the continuity of a flow; every flow, the fragmentation of the object        
(Deleuze & Guattari, 1983, pp. 5-6). 
 
Women’s responses to bodily insufficiency are wide-ranging and complex, involving physical and 
emotional labour in addition to that expended in other aspects of mothering and maternal identity 
formation. In undertaking body work in this domain, women move into and out of acceptable 
spaces, definitions, and conceptualisations of bodies and body spaces, both incorporating and also 
avoiding other bodies. Bodies – including maternal and infant bodies – are deterritorialised and 
reterritorialised, with meanings flowing onto and via bodies and the material flows comprised of 
breastmilk itself. The connection/disconnection, embodiment/disembodiment, corporeality/ 
in(ter)corporeality captured and facilitated by these body practices is evocative of the move from a 
pregnant state to the disconnection of mother and child at birth, and their reconnection in a mother-
baby dyad encompassing breastfeeding and breastmilk.  
Milk sharing – the sourcing and use of another woman’s breastmilk to supplement one’s own baby 
– in particular moves maternal bodies beyond the mother-child dyad, and introduces an additional 
suite of bodies and assemblages in response to milk insufficiency. In this chapter, I therefore 
discuss milk – its use, sharing, lack, and movement, and its carriage of fluid meaning – with 
reference to ideas of deterritorialisation, lines of flight, and fragmentation first introduced in 
Chapter 2 (Deleuze & Guattari, 1983, 1987) and further interrogated by Grosz in the context of 
corporeal feminism (Grosz, 1994). I weave this discussion together with critical understandings of 
risk and danger, and how acts of incorporation and avoidance reflect women’s conceptualisations of 
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bodily boundaries and of bodily insufficiency. In doing so, my analysis reflects and ranges across 
the diversity of body practices that began to emerge in the previous chapter.  
Of the 13 women interviewed, only two chose to use no donor breastmilk at all. Eleven of the 
women have used, or continue to use, donor breastmilk. In several cases, donor milk was used 
exclusively, while in most cases, formula was used at times when donor breastmilk was 
unavailable. As the majority of the informants have engaged in peer-to-peer milk sharing, rather 
than sourcing donor breastmilk through hospital-run or private milk banks, a separate discussion of 
women’s body practices in relation to these two contexts is developed later in this chapter. The 
comparison of body practices with respect to these two quite distinct environments serves to 
highlight several theoretical and conceptual nuances that are otherwise obscured by treating all such 
body practices as ‘milk sharing’, and confirms an important qualitative distinction emphasised in 
the literature (Akre et al., 2011; Gribble, 2013; Thorley, 2008a, 2012b). As an additional analytical 
counterpoint, I also focus in the final section on the corporeal experience of Sophie as distinct from 
other women involved in my research.  
 
Connecting bodies and flows: networks, “mad dashes”, and the use of donor 
breastmilk  
The connection and intermingling of bodies through the processes involved in milk sharing was 
repeatedly highlighted in mothers’ descriptions of the milk sharing networks they accessed or 
established, the “mad dashes” to pick up milk, and the involvement of family and friends in 
sourcing, providing, or acquiring milk.  
Both Sarah and Eliza drew on family to help arrange access to donor breastmilk, and relied on 
connections between relatives, friends and associates for additional donations. In both cases they 
also had close family members breastfeed their babies:  
[W]e would just visit [my cousin] once or twice a day, or she would visit us… So she would 
pop over, or we’d pop over, once or twice a day and she’d do a full feed, wet nursing17. And 
                                                     
17
 Sarah repeatedly referred to other women breastfeeding her baby as “wet nursing”. I note that the term 
“wet nursing” is generally used to refer to a direct, shared breastfeeding arrangement that has a commercial 
component – i.e. a “wet nurse” is paid by the infant’s parents to breastfeed and in many cases, also care for 
their baby. In situations where no commercial arrangement pertains, but rather the breastfeeding is shared 
among family members or friends engaged in a mutually agreed upon approach, terms including “co-
nursing”, “cross-nursing” or “sister nursing” are often used instead (Thorley, 2008a).  
68 
 
then my other cousin, she was breastfeeding at the time too, so she did a lot of pumping for 
me. She gave us expressed milk, and there were a couple of other people around who gave 
me bits of milk. (Sarah)  
 
[While still visiting me at home, my] Mum had some of our friends from church… one of 
them was breastfeeding at the time so Mum actually asked [my husband] to find out their 
number, so Mum actually called them and said “would you happen to have – you know, just 
20 mls for her to have now” because she was just so, she just so needed something… 
[While visiting family interstate at 3 weeks post-partum] I got… some milk from some of 
[my sister’s] friends and then she was doing Facebook [accessing milk sharing networks] for 
me, looking for donors, and so my mum was collecting milk from lots of places, my sister 
was collecting it, my dad was driving all around [the city], like over an hour away and 
things to collect milk for me, so it was really a huge family effort. (Eliza)  
 
Familial and religious connections also proved of significance in Steph’s milk sharing experience. 
The donor milk used by Steph was exclusively sourced from other members of her religious faith, 
including during travel interstate to visit family and friends. This resulted in what Steph felt was 
“good, solid, [religious faith]18 milk” that was untainted by substances considered unhealthy or 
prohibited by her faith. The logistics of sourcing such milk were nonetheless similar to other 
mothers interviewed, for whom religious considerations were not at issue. For example, Steph 
described:  
My husband was actually really supportive at this point, about me getting donor milk, and 
doing all of that – and I sent him out to go pick it up on late night runs… And we were 
always making cookies or making meals for the people who were giving us milk and just 
trying to show them how grateful we were. I remember one time I was making three 
different lasagnes to give to these women who had got breastmilk for me. 
 
Sophie talked about “bouncing around” sourcing milk, at one point remarking:  
You kind of feel like a drug dealer – you know, that guy’s in jail, gotta go to the new one on 
the corner. Because sometimes, you know, babies are teething or they get sick, or I’ve had 
people with good supplies and all of a sudden they tank at four months – like you kind of 
just have to be open to the fact that you can’t get dependent on one person or a couple of 
people, you kind of just have to keep moving it around.  
                                                     
18
 As noted elsewhere in the thesis, Steph is a practising member of a particular religious faith and mentioned 
this several times during our discussion. To protect Steph’s identity, I have removed reference to the specific 
religion.  
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This reflects both the logistical complexity of milk sharing, but also the secrecy with which it was 
often regarded – a kind of covert operation, conducted in the margins and under cover of darkness. 
Sophie also commented, however, that engaging in milk sharing has “connected me to women I 
would never have been connected to”, a perspective that speaks to the practices and connectedness 
between bodies that are common across the experiences of all the mothers interviewed. Such 
experiences exemplify the constant movement of these bodies-in-flux, and their proliferation of 
connections and (re)connections of milk flows.  
Several of the informants, including Steph, Michelle, Eliza and Krista, also talked about “making a 
mad dash of an evening to get more milk” when stocks got low, and of sending partners and other 
family members out to make the urgent pick up.  
Helen described the process of initially sourcing breastmilk, followed by the more involved process 
of identifying, screening and then maintaining a milk transport system with donors:  
I was lucky enough that one of my close friends had had a baby who was the same age, and 
she just pumped for me for two days, what extra she could get, just to get me through those 
few days until I found a donor I was happy with, and checked the blood test and all the 
things I wanted to do, first… So me and my husband went and met [the new donor] and her 
husband, had some chats, and she showed us the blood tests.  
… Actually it’s [the wife of a colleague of my husband] – so she would pump in the 
morning, give it to her husband, my husband would bring it home, and I would feed it to 
[my son] during the night. 
 
Krista discussed the complex logistics involved in her own experience of sourcing and using donor 
breastmilk on a long-term basis with all three of her children:  
I had a system with [my second baby], kind of a fortnightly roster, because I had donors in 
similar areas, so once a fortnight I’d do a big pick-up. The girls were still little so I could 
just chuck them in the car and go. This time it’s been a bit more – [my daughter] is very 
much “I don’t want to go”…and we had school hours to contend with… So early on [my 
husband] did a lot of the picking up… I couldn’t leave the house a lot either because of [my 
third baby’s] issues as well and now it’s been a lot easier because we’ve have bigger 
donations and we can go longer between pick-ups. So I haven’t had so much of a schedule 
as I have before.  
 
Similarly, Fiona discussed the back-and-forth of donor milk pick-ups involving the use of in-car 
freezers, and Angela described her preparation of a “freezer stash” during the prenatal period with 
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her third baby. Such preparation ahead of the birth of a new baby was important for many of the 
women who had prior experience of milk insufficiency.  
It just kind of happened [with my second baby] but with [my third baby] it was more 
planned, it was easier, we had a network built up… [With my second baby] I did ask for 
blood test results [from donors] because that time I felt it was a kind of a safety net. This 
time [with my third baby] I haven’t really done that because I feel much more comfortable 
with mums who are willing to share their milk. And a lot of donors have been repeat donors 
this time as well. (Krista)  
 
These women’s experiences therefore reflect a range of often complex and complicated processes 
involved in identifying and connecting numerous bodies over long periods of time, as one means of 
continuing a breastfeeding relationship despite ongoing milk insufficiency. Women also maintained 
these processes to an extent that challenged the norms and expectations expressed by health 
professionals, family, and friends. This is a difficult, fragmenting process that I discuss further in 
later sections of this chapter. Breastmilk itself undergoes a series of deterritorialisations and 
subsequent reterritorialisation. It leaves the territory of the maternal body via hand expressing, 
pumps, or through direct feeding of a baby, and re-enters a domain comprised of another woman’s 
baby, via a system of pump parts, bottles, supply lines, the breast of another woman, and the mouth 
of another baby. The nature of these specific lines of flight may be discernible in advance, with a 
donor identified and arrangements made. In other cases, lines of flight may not be predictable: 
women may amass breastmilk, freeze it, and only later seek to donate it.  
The unpredictability of this social domain renders it a Deleuzo-Guattarian “realm of potential” 
(Massumi, 2002, p. 20) involving constant movement. In this realm, bodily insufficiency 
precipitates a fragmentation of the maternal body, and then (re)articulations with multiple other 
bodies and body parts in ways both planned and spontaneous. In the following, I discuss the 
significance of these rearticulations in relation to women’s reconstructed sufficiency.  
 
Healing bodies: the reconstructive role of donor breastmilk 
The majority of the mothers who had used donor breastmilk as one aspect of their breastfeeding 
relationship spoke of a connection between the acquisition and use of donor milk, and their degree 
of acceptance and comfort that they were doing “all that they could” to address the causes and 
issues arising from milk insufficiency. This relationship between the body, milk, and the 
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conceptualisation of the maternal self represents another articulation-from-disarticulation in which 
bodies and meanings-about-bodies are reconnected and reassembled through the reaching out of 
bodies “towards other bodies and body parts” (Grosz, 1994, p. 13).  
Steph, for example, spoke about the correlation between having a steady supply of donor milk, and 
her state of mind:  
I found that my mood depended on how much [donor] breastmilk was in my freezer. Any 
time I would have plenty of breastmilk in the freezer, I was doing fine. But if my breastmilk 
got low, and I was panicking to find more, then I was just beating myself up – “Why can’t I 
just produce more? What is wrong with my body? I hate my body”… 
I just felt so indebted to these women cos I would have – I would have been a lot just more 
depressed every day that first year if I hadn't gotten breastmilk from them. 
 
Sophie also discussed this relationship between the acquisition of donor breastmilk, and her mental 
health:  
The grief [of insufficiency] is immense, but the relief of getting that breastmilk is so healing. 
 
While Maddie donated breastmilk to Krista and to other breastfeeding mothers, both in Australia 
and in the United Kingdom (while on holidays), she herself did not source donor milk for her own 
baby during the time that she struggled to develop a full milk supply, explaining:  
I just didn't have enough information about it, to be able to make a really informed and 
strong decision when I was already broken. 
Nonetheless, in conversation Maddie talked through her understandings, identifying potential 
positive elements to using donor milk:  
Is someone else's colostrum going to be as good for your baby as yours? …Doesn't the 
colostrum do the genetic stuff as well? … It would be great, because you[r baby would] get 
double immunities!... That’s amazing. 
Despite not using donor milk herself, Maddie did however take steps to reassemble her “broken” 
body through long-term pumping and the use of a supply line. I discuss her experiences and body 
practices further in Chapter 7. 
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The re-constitutive, healing effects of using donor milk as one element in a continuing but non-
normative breastfeeding relationship also formed part of Fiona’s suite of body practices in relation 
to her second child. Discussing her sourcing and use of donor breastmilk to supplement her 
daughter, alongside the use of an at-breast supplementer and a range of preparatory body practices 
during pregnancy, she also referenced her experience feeding her eldest child. She reflected that: 
as much as [my daughter’s] physical need [for milk], there was my emotional need to be 
able to do that for her as well. I don't know how I could have dealt with the failure of the 
second time. I mean, I'm fairly resilient, but yeah, to have failed a second time after doing so 
much research and being so passionate, it probably would have broken my heart a second 
time. 
Fiona, like Maddie, spoke of her body being fragmented – ‘broken’ – by the experience of milk 
insufficiency. For both women, taking steps towards continuing breastfeeding worked to reconstruct 
a kind of bodily sufficiency.  
Angela (like Fiona) had undergone breast surgery that had negative consequences for her ability to 
develop a full milk supply. She spoke of using donor milk in terms of its role in redressing the 
disadvantage that her pre-motherhood choices had imposed upon her children:  
[I]t's a bit psychological as well. Because of having had the breast reduction surgery, and 
feeling like I've disadvantaged them, there's that section to it as well of wanting to give them 
what I can't, if that makes sense? But just – I just truly believe it's the best thing you can 
give them. 
 
This conceptualisation of donor milk in the context of continued breastfeeding alongside 
insufficiency is articulated almost verbatim by Krista, who said: “It makes me feel better that 
they’re getting what I can’t provide.” Steph also expanded on her feelings about sourcing and using 
donor milk:  
It made me feel so much better when I was able to give her breastmilk, because it made me 
feel like well even if I can't give her breastmilk, all my breastmilk, at least I can give her 
breastmilk.  
 
The sourcing and use of donor breastmilk can therefore be interpreted as reconstructive, 
reassembling body work, and especially speaks to the Deleuzo-Guattarian understanding of the 
body through “what it does, how it functions, what it affects, what it produces” (Grosz, 1994, p. 
170). This shifts attention away from a focus on the insufficiency of the organism, and on the 
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singular biomedical dualism of the breastfeeding mother-and-infant. It highlights the body and 
bodies outside of common dualisms and beyond “the structure of stable unities” (Grosz, 1994, p. 
167), instead involving an appreciation of bodies as comprising 
a series of flows, energies, movements, strata, segments, organs, intensities – fragments 
capable of being linked together or severed in potentially infinite ways other than those 
which congeal them into identities (Grosz, 1994, p. 167).  
Rather than being unfit-for-purpose, lacking or insufficient, these bodies embody and enact 
potential. They are implicated in work and practices which challenge the conceptualisation of 
insufficiency through speaking back, speaking between and through other bodies, other materials 
and technologies. Through variable intensities and flows, and through the flattening of subjectivities 
and the heightening of embodied inter-subjectivities, the (Deleuzo-Guattarian) body here is 
reconfigured “as the sum of its capacities” (Buchanan, 1997, p. 75). In this context, women’s bodies 
are desiring-machines, and desire is a force that both coheres but also breaks assemblages apart 
(Deleuze & Guattari, 1983, pp. 1, 3, 5-7; Muller & Schurr, 2016, p. 8). These women desired – 
expected – to breastfeed, and this desire has worked to cohere the mother-infant breastfeeding dyad 
despite the insufficiency of one element of the breastfeeding relationship. This desire has also 
worked to break that assemblage apart, in pursuit of the intersubjective potentiality made possible 
through articulation with other lactating bodies and the milk that is produced by them.  
 
Avoiding bodies: Why not formula? Why not bottles?  
In engaging in complex body practices involving the sourcing and use of donor breastmilk, and the 
incorporation of and articulation with other bodies, these women also enacted body practices that 
avoided certain bodies and intentionally fragmented material flows. This applied primarily to infant 
formula, but also to the use of bottles to provide supplementary milk to their babies. Some women 
also enacted a fragmentation or distancing from potential milk donors due to an assessment of them 
as being too risky. The following data excerpts highlight these conscious acts of avoidance, and the 
experiences and reasoning that accompany them.  
Steph was clear in her feelings about infant formula, which she used only several times while 
supplementing her daughter over the space of 12 months: 
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And then I was finally out of [donor] breastmilk, the baby was crying and crying and crying, 
and I had to use formula. So we used formula for the first time…and I remember it very 
well, and I remember just crying and crying and crying and just being very upset…. 
I felt in the back of my mind, I’ve already ruined her gut, it’s basically condemned forever – 
I don’t know, I look back at that now and I think, it was fine. But you know, she was perfect 
before I had to give her formula.  
Her daughter – the interembodied infant self – was perfect. Steph articulates an idea of the material 
flow of formula as tainting this body-perfect, fragmenting, invading, and ruining its perfection.  
Sophie was also strident in her criticism of and personal feelings about formula, describing her 
reaction at needing to purchase formula for her daughter:  
We went on Friday night and got formula which was devastating – because what do you do? 
Go to the chemist at like 15 days or 10 days after your baby [is born] and get the shit on the 
shelves? Because formula is crap, and I was… horrified at giving my 2 week old formula. 
That was just was not going to fly with me… I’ll do anything other than to give her 
formula…  
Between week 2 and week 5 I spent hours, and I mean hours, researching formula – cos 
formula is full of shit… I'm like “oh, it's all full of shit, it's all full of shit, and I don't want 
it”. 
 
While Jenny went on to use formula exclusively to supplement her two babies, she felt strongly that 
it was a more risky and far-from-optimal choice:  
All I'd ever heard was if you start formula at this age, you're never gonna breastfeed, it's just 
going to be over. So I was really really really reluctant to do that… I was so terrified of this 
formula and comping
19
, you know, with nipple confusion and all those things… I was 
absolutely terrified… 
I felt embarrassed, and I felt probably – oh, probably a little bit like I was failing her in some 
way, but I didn't really know what to do about it, because I really hadn't wanted to feed her 
formula, and yet I hadn't – I didn't really have any other option, so that was it. 
 
Krista, talking of her long-term use of donor milk to supplement her second and third children, said:  
At stages with [my second baby] where I’ve had to give formula, you get in a rut, you think 
what’s the point just give it in a bottle and it’s formula – where at least [my third child] is 
                                                     
19
 “Comping” here refers to complementary feeding, a term used interchangeably with supplementing or 
supplementary feeding in various contexts. It indicates the addition of something other than breastmilk to 
feed a baby. Refer to glossary of terms for further information.  
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breastfeeding, he’s getting breastmilk, it’s as normal a breastfeeding relationship as I’m 
going to get, being able to use donor milk… 
Krista’s experience was of the normalising, re-constitutive nature of using donor breastmilk in 
preference to infant formula, and was further articulated through her use of a supplemental nursing 
system to sustain at-breast, breast-milk-feeding. This aspect of Krista’s experience is discussed in 
further detail in Chapter 7.  
The avoidance of bottles is also often linked to mothers’ desire to avoid formula, as in Sarah’s case:  
I felt very ashamed, very, very, very upset. I didn't want anyone to see me using a bottle out 
in public, yeah… I just felt like oh my god everyone seeing me can now see that I'm using 
formula, and… I just hated that idea so much.  
 
Michelle used formula but steadfastly refused to use bottles to supplement. She reflected on her 
experience as it was informed by interactions with health professionals, family, and friends, and by 
her own feelings regarding the use of bottles:  
There was no way that I wanted to put a bottle in her mouth. I would time my going out at 
the times that I knew I could effectively breastfeed and then be home to do the bottle before 
I got the SNS [at-breast supplementer]. And then when I got the SNS I was perfectly fine 
with feeding out, so – I sit here listening to myself say those things and think how ridiculous 
I was being, but that’s how it was. Made perfect sense to me at the time…  
There were lots of people who suggested that I’d gone too far, and that it was affecting my 
state of mind, and you know my biggest support people were suggesting that so – but I had 
to do it, I had to – and I was very happy to use the SNS for the rest of our breastfeeding 
relationship, until she was 2 years old, I was fine with that once I’d discovered it and 
successfully put it in place – but there was no way in this world that my baby was having a 
bottle. No way. 
 
Various reasons were given for avoiding bottles and formula: fear of embarrassment or shame; 
wanting to avoid nipple confusion and flow preference; wanting to avoid judgement associated with 
bottle feeding in public; wanting to maintain a close physical bond that was seen as compromised 
by the use of bottles. In many cases, this desire to avoid bottles and the attendant risks of bottle use 
led mothers to use an at-breast supplementer. I discuss these devices and their use in the context of 
breastfeeding and insufficiency at greater length in Chapter 7. Avoidance in one bodily sense is, for 
those women, directly correlated with incorporation in another bodily sense, and a kind of radical, 
cyborg-like intercorporeality that follows from that.   
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Responding to threats: bodily avoidance as corporeal strategy   
There is also evidence of women’s attempts to avoid entire settings, institutions, and health care 
models in which bodies are likely to be treated or assessed in particular ways that women 
understand to be problematic, or even inimical to the establishment of breastfeeding. In particular, 
women spoke of the impacts of certain models of healthcare and modes of thinking about infant 
feeding on their continuation of breastfeeding alongside insufficiency, the use of donor milk, and 
the use of an at-breast supplementer. For women such as Angela, this manifested in her choice to 
birth at home, to avoid being situated in a hospital environment which she considered largely 
responsible for many of the failings that led to her first breastfeeding relationship ending 
prematurely:  
[My first] was an accidental homebirth, and so a lot of things happened after her birth that I 
feel like interfered with breastfeeding. So she – the ambulance was called, they've separated 
her from me, they wrapped her up like a turkey… by the time I got her I kind of felt really 
disconnected from her. In hospital, there was so much conflicting information that I was 
being given… 
[My second baby] was then a planned homebirth… from the beginning we were at home, I 
knew about the SNS, I had a great lactation consultant through the homebirth program… so 
it was just a much better experience. 
 
Fiona also planned a homebirth for her second baby:  
I planned a homebirth with my second child, to give – while I didn't actually birth at home, 
and didn't succeed in having a natural birth, I gave it the best opportunity that I could, and 
prepared myself for it which I would not have had that opportunity in the hospital system. 
My local hospital quite frankly told me that they would have c-sectioned me at 38 weeks, 
cos she was a breech baby, although despite the fact that she turned at 39 weeks, um, and I 
had an extended pregnancy so I really am one of those exceptions to the rule. She was born 
very healthy… and obviously there's all those benefits of the microbes and of being able to 
go into spontaneous labour etcetera etcetera, which would have helped her system, that my 
son didn't have. 
 
Annie repeatedly identified the lack of support in a hospital setting, saying:  
I'm not even sure if I'll have a baby in a hospital next time, that's how pissed off I am about 
the lack of breastfeeding support. 
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The conscious avoidance of bodies, and attempts to minimise the influence or impact of other 
bodies, is a recurrent feature of women’s experiences of breastfeeding alongside milk insufficiency 
and milk sharing. This evokes the Deleuzo-Guattarian idea of lines of flight – of the incessant 
deterritorialisation and reterritorialisation of bodies relative to the boundaries of social domains, in 
ways that avoid certain bodies while proliferating connections with others.  
The avoidance or circumventing of bodies in the context of breastfeeding and insufficiency is also 
apparent in several other ways. Fiona described covertly taking donor breastmilk into a hospital 
setting to treat her daughter’s infection, avoiding health professionals who would counsel against 
such practices:  
Not that I told the hospital that [it was donor milk], but yes… Considering the amount of 
research and policy that is out there to support it, I mean, you look at those studies where 
they're using breastmilk for cancer patients – Surely they don't think that those cancer 
patients are drinking their own breastmilk, or their mother's! I don't understand why the 
support isn't there and you have to hide it, but yes. 
 
Annie, speaking of her plans for future babies, said:  
I would have been on the SNS sooner, and would have had donor milk, and … the system is 
not set up [to allow that], but I would have snuck it in, I don't care. 
 
This is covert (re)territorialisation – women are obfuscating the source(s) of expressed milk they are 
taking into a hospital or healthcare setting; concealing the lines of flight via which they move milk 
from one body to another; and denying their enactment of intercorporeal practices in efforts to 
maintain the (inter)corporeality of breastfeeding itself. This obfuscation and avoidance has obvious 
emotional and physiological effects for the women and babies involved in such practices, as noted 
above. In addition, the avoidance of particular practices and institutions has specific, pragmatic 
implications for healthcare practitioners who work with pregnant, birthing, and breastfeeding 
women. Faced with perceived bureaucratic and biomedical over-determination in the form of, for 
example, hospital birth, community health nurses, and/or hospital-based lactation consultants, 
several women enacted body practices that explicitly deterritorialised bodies (namely, their own and 
their babies) along a path to what they conceptualised as greater bodily autonomy, genuine choice 
and self-determination in alternative settings such as midwife-attended homebirth. Therefore, even 
the state licensure and regulation of birth attendants and lactation consultants becomes a potential 
bodily/embodied threat for some of those women considered by those systems to be ‘high risk’ and 
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thus subject to greater scrutiny and unwelcome control within an expert-driven, “scientised” system 
that they wish to avoid (Carroll, 2005; Carroll & Reiger, 2005; Holten & de Miranda, 2016; Rigg, 
Schmied, Peters, & Dahlen, 2014).  
 
Assessing bodies: risk and danger in the sharing of milk  
Concepts of risk, danger, purity and disease feature heavily in the literature on bodies and body 
practices, and even more so when discussion centres on practices involving female, maternal bodies 
and infant feeding (e.g. Lee, 2007b, 2008b; Lupton, 2012b). As discussed above, women engaging 
in complex body practices involving the sourcing and use of donor breastmilk balanced and 
assessed risk against benefit in their own terms. Women also made explicit their avoidance of infant 
formula and the use of bottles to provide milk to their babies. The terms within which women 
assessed risk and safety of others’ bodies incorporate and weave together personal moral 
judgements, judgements of bodily relatedness, and also biomedical and institutional 
conceptualisations of risk. From this, women engaged and interacted with bodies that were 
themselves viewed by outsiders as risky, dangerous, or problematic, while also avoiding certain 
bodies and judging them to be too risky or problematic. In the following discussion, I highlight such 
conscious acts of risk assessment, and women’s experiences and reasoning that accompany them.  
Women’s shifting and changing approaches to and understandings of risk is evident in their 
discussion of identifying and screening potential breastmilk donors. As noted earlier, Krista 
experienced a distinct change in her approach to assessing donors and risk:  
[With my second baby] I did ask for blood test results [from donors] because that time I felt 
it was a kind of a safety net. This time [with my third baby] I haven’t really done that 
because I feel much more comfortable with mums who are willing to share their milk. 
(Krista)  
 
Fiona drew on her own and her husband’s “scientific backgrounds” to discuss her decision making 
and risk assessment process:  
No, no screening process [for donor milk]. You know, I look at – both my husband and I 
obviously come from scientific backgrounds. I mean there's the emotional toll of having to 
say my milk isn't enough for your baby, and I need to use someone else's milk, I mean that 
is a really big hurdle to say that I'm not enough, or I'm not enough at this stage. But 
screening purposes – no, I've seen what's in formula…  
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In the circles that I'm involved with, I was confident that the women – if they had anything 
they would have disclosed it. I wasn't interested in flash heating my milk or anything along 
those lines. I knew those women had healthy children, I was able to see their lifestyles 
because I knew them, and I was confident enough that…could be nothing worse in their 
milk than I could find in formula, in relation to contamination or anything else. (Fiona) 
 
Steph references ‘goodness’ as both a moral and biological concept when discussing her use of 
donor milk to supplement her baby:  
I really saw no big issue between my breastmilk and another mom's breastmilk, because – I 
mean all the breastmilk I got I felt very good about. I never – she always got good 
breastmilk… 
[A]ll the breastmilk I got came from other moms [from my religious community] that I 
knew were in monogamous relationships, and never drink, never smoke, don't do drugs, so, 
they didn't even drink coffee. So I never felt bad about the breastmilk, and yeah, it was like 
breastmilk was what she was supposed to have… 
I knew they [the milk donors] were other active members of my church, and so, because of 
that I knew what standards they had and I trusted their breastmilk fully. So I don't know – in 
my case I feel like that was good enough, and that was easy, and I didn't need blood tests or 
anything. 
Steph’s judgement of the ‘goodness’ of milk was two-fold. It rested on her appraisal of others’ 
relatedness to her life choices and beliefs, identifying that a member of her religious faith and social 
circle shares certain social judgements, and the resultant breastmilk of that person takes on the 
perceived goodness. Steph’s judgment also drew on biomedical-type conceptualisations of risk in 
determining the ‘goodness’ of the breastmilk she accepted, assessing that if donors shared her 
lifestyle choices, there was also some surety around the milk’s safety, cleanliness, lack of 
contamination, and purity. Individual moral judgements and biomedical conceptualisations of risk 
therefore intersect and interact in this context, flowing into Steph’s infant feeding relationship 
through the connections of community relatedness. 
Emily, too, focused on social knowledge, honesty, and her personal assessment of donors’ 
“lifestyles”, and also drew on biomedical practices such as blood testing:  
Because we had been in the class, we had known each other – you know, a little bit, so I 
knew she was vegan, I knew that she exercised all the time, and was just very, very health 
conscious, so, um – and I liked that she was a happy person, too! …  I haven't asked to see 
their blood tests, but I've asked if they are, um, healthy or need to disclose anything.  
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Narrating an episode in which she undertook a personal risk assessment of a donor, and found she 
could not comfortably use the milk they provided, Eliza talks of not having sensed “the right vibe”. 
While recounting this experience, Eliza repeatedly paused and apologised, scrambling to articulate 
and explain what she perceived as a kind of negative discriminatory act on her part:  
There was probably one person – one person where I just didn’t get the right vibe, and I 
know that sounds really creepy and I should just – (pauses, laughs) – 
I ended up, I’d organised to collect milk from her but then went to her house and just didn’t 
– just said “Oh we didn’t need as much as we thought we’d need”, so we ended up with just 
one little bag, because… I didn’t want to be rude and kind of say “I don’t want your milk” 
but I didn’t want her milk (laughs). It was only one really small bag so I didn’t end up using 
it.  
And I felt terrible but I ended up getting rid of the bag, because I was like well I can’t really 
give it to someone else, when I’m not comfortable – and being that everyone else – you 
know, they’ve kind of got clean kitchens and… not that I do! But you know, it is a trust 
thing, and I did seek – I did ask for their pregnancy bloods, I didn’t ask them to go back and 
get a new [test] or anything, but I did yeah, ask for pregnancy screening.  
I think the people that are gonna – no one who has purposely contracted AIDS or whatever, 
is not going to then purposely go to the effort of expressing, like, you know, to then – it’s 
just not, I just, the chances would be so, so, so low, you know? The chances of there being 
contamination in formula are much higher than the chances of getting it – contracting 
something from someone else’s breastmilk is much lower… 
So I did do it, in my opinion, in as safe a way as possible, and yeah did just kind of check 
out the pregnancy and birth bloods, and all of that, and if they were living in absolute – well 
even that would have been okay, but you know, filth – that's a bit different.  
Eliza, like other women, at times moves from the ease of negative judgements made about the 
material flow of formula, to an inability to clearly articulate the negative judgement she holds 
relative to another person’s physical body and the flow of milk it produces.  
Judgements about the risks of different bodies are far from equal. Alongside her initial, emotion-
charged reaction, and the reconstructive role of breastmilk in Sophie’s relationship with feeding her 
infant daughter, Sophie sought to build a more comprehensive understanding of infant formula as a 
means of informing her choices about how best to feed her baby. As noted earlier in this chapter, 
Sophie was open in her criticism of formula and this influenced her body work:   
[Formula] is full of crap like genetically modified soy… [S]ome of the lactose free stuff, the 
first ingredient is corn syrup or glucose solids. Do we really need to be giving kids corn 
syrup, really, when they’re babies? No, we don’t.  
So I had to look at that – and I’m like “oh, it’s all full of shit, it’s all full of shit, and I don’t 
want it”. The best I could find was… an [imported] organic formula that is like the best, it’s 
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organic and the only thing that’s really in it that’s bad is palm oil – unfortunately, I wish it 
would have coconut oil, and then it would be just the Cadillac of formulas, but you can’t get 
everything. So I spend the equivalent of probably $35 to $40 dollars for 800g, [when] you 
could buy [a widely available Australian-made infant formula] for $18. So I spend double 
the amount of money that I would spend because it’s important to me that she has the best 
formula.  
Sophie’s research, and subsequent importation, of a specific infant formula is thus grounded in a 
belief that formula is “full of crap”, problematic and risky, and that none such substances are ideal 
when compared with human breastmilk. Research and informed choice are critical in the body 
practices enacted by Sophie in this domain.  
However, when describing her practices and approach in relation to the sourcing and use of donor 
breastmilk, Sophie’s perspective on the products of other bodies shifts quite significantly. In 
contrast to the hours of research spent determining an appropriate and acceptable infant formula, 
she described her questions and requirements of prospective donor. After I asked “can you tell me 
about how you approach the sourcing of donors?”, Sophie provided the following detailed response:  
I didn’t care about the age of the baby, when the milk was pumped – so some people are 
really particular about “oh, if it’s a 12 month old and you’re giving it to a 2 week old then 
the chemicals and the physiological aspect of it is different” and I’m like, yes, but... if 
anyone looks at the World Health Organization’s tier of how you feed your baby, it’s: 
exclusively breast fed; bottle fed; donated milk; and then formula. And there’s no stipulation 
on age, so I don’t care about age.  
…I don’t care about diet. We’re all humans, it would be lovely if we all drank, ate healthily, 
but I’m now drinking a Diet Coke at 4.30 in the afternoon because I haven’t had any 
caffeine all day… So how can you ask somebody “oh so what do you eat?”… if someone is 
blessing you with a gift, then you know, beggars can’t be choosers… 
I don’t care about narcotics. Like some women have had tramadol, which is a low level 
analgesic for a caesarean, and I’m like whatever. Some women occasionally drink, I’m like 
– pfft. Most women drink when they breastfeed, especially when you’re in Australia.  
The only thing I get a little bit nervous about is anti-depressants, but… if you look at the lot 
of the studies and stuff, a lot of meds don’t transfer through. And I think they’re actually 
finding now that less and less transfers through at a harmful dose than I think was 
previously thought. Even antibiotics now some of them you can breastfeed on. So I think the 
only thing I’ve ever really asked about is I just don’t want them to be smokers. I’d prefer – I 
don’t really want them shooting up heroin either… 
And I know some people use [medications] because they have [conditions like] 
hyperthyroidism – and you know what, you’re breastfeeding your baby, your doctor knows 
about it, I’m not concerned if your doctor’s not concerned. But they’re the things that people 
need to choose to investigate for themselves, and decide if they don’t want – if they want 
completely med free, or if they just want to have open disclosure about medications. 
[emphasis mine] 
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There is a radical disconnect here: an intentional disruption and re-framing of the myriad bodies 
involved in Sophie’s infant feeding experience, dependent upon whether those bodies and body 
practices are to be routinely critiqued and rejected (infant formula), or inherently trusted and 
accepted (donor breastmilk). Sophie’s experiences and enactment of body practices in relation to 
milk insufficiency and milk sharing can also be understood as extending into a different form of 
body work and creative corporeality, whereby engagement with the ‘bodies’ constituted by donors 
and donor breastmilk has taken over fully from the (arguably more direct) intercorporeality 
comprised of the maternal body and the recipient child in situations where breastfeeding has 
continued concurrent with insufficiency. This is a scenario that could be characterised as 
‘becoming-breast(milk)feeding-woman’, in contrast to the process of ‘becoming-breastfeeding-
woman’ discussed above. To this end, I discuss Sophie’s case in more detail later in this chapter, 
and also in Chapter 8.  
Angela’s assessment of risk entailed a combination of sourcing donor milk from close friends, and 
requesting blood test results from less-well-known donors. Her incorporation of bodies was 
balanced against avoidance of those risks she deemed significant. Over the course of breastfeeding 
and supplementing her last two babies she has used breastmilk from around 70 donors, and after her 
babies have reached six months of age Angela has also incorporated the use of an organic goat’s 
milk formula alongside the introduction of solid foods. Angela’s narrative tells of conscious 
avoidance and knowing incorporation, of reterritorialising the breastmilk of others, and providing 
this to her children via the supply line.  
Angela is fully engaged in the enactment of body practices that push back against conventional 
modes of thinking about and treating maternal bodies in pregnancy, birth, breastfeeding and 
beyond. However, she has also now become involved in campaigning for the more widespread 
establishment of hospital-based breastmilk banks in Australia. This is another incongruity of sorts, 
because the two mechanisms of milk sharing are in a kind of competition that sees them drawing 
from the same broad pool of women (that is, lactating mothers with a surplus of milk). There is also 
an incongruity, or at the very least a distinction, in terms of how breastmilk is viewed. The question 
remains: is breastmilk risky and dangerous, and therefore to be screened, pasteurised and dispensed 
within a medicalised milk bank setting underpinned by concepts of risk minimisation and disease 
control? Or is it overall safe, and therefore best and most effectively shared through peer-to-peer 
networks underpinned by concepts of informed choice and trust in others’ bodies and body 
practices?  
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The assessment of comparative risk is therefore a key conceptual undertaking for women who have 
used donor breastmilk to supplement their babies. Women enact body work specifically aimed at 
weighing risks and constructing health and moral reasoning for the use of donor milk. The 
outcomes of this assessment are not consistent, however, and differences in risk assessment have a 
differential effect on resultant body practices. 
Breastmilk, and in particular the breastmilk of other women, is not a simple body product. Rather, it 
is both physically and conceptually fluid, able to be deterritorialised and reterritorialised in 
numerous ways. It flows from breast to storage vessel to other women and babies, and carries with 
it complex meanings. It may also be rejected by mothers through application of individual 
understandings of risk. In some circumstances, those means of incorporation and reterritorialisation 
of breastmilk might work against one another, containing and circumscribing the flow of milk and 
fragmenting access by other mothers, for example, those in need.  
 
Deterritorialisation and donation: the incongruous interpolation of acceptable and 
unacceptable bodies  
At the broadly-defined level of ‘Western society’, there is a significant degree of acceptance of 
various practices involving the deterritorialisation and reterritorialisation of bodies, and body parts 
(e.g. organs) and body fluids (e.g. blood) in particular. These practices are supported and 
undertaken within tightly regulated biomedical spheres involving layers of technology and 
bureaucracy that govern intricate processes and are seen to mitigate a range of potential physical 
risks, including disease transmission, infection, or transplant organ rejection. Such processes are 
also seen to address a range of ethical risks, such as ensuring the allocation of body parts and fluids 
to recipients who are most ‘in need’. The conceptualisation of donation as ‘gifting’, in contrast to 
the economic valuation and commodification of human body parts and products, underpins the 
organ/tissue/blood donation discourse in Australia and New Zealand, particularly (for discussion, 
see Shaw, 2010a, 2010b).  
The supply and use of donor breastmilk contrasts with the donation of blood, bone marrow or 
tissue. There is a morality and ethical positioning in body gifting practices that does not usually 
extend to the kinds of practices involved in milk sharing, particularly that which occurs peer-to-peer 
rather than via milk banks (Bartlett & Shaw, 2010). The language of risk and risk aversion in the 
case of milk sharing is apparent in popular media accounts. For example, reports of instances in 
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which babies have been accidentally given another mother’s expressed breastmilk in hospital 
settings are distinctly reminiscent of historical ‘health scares’ involving the sharing of bodies: 
HIV/AIDS is commonly mentioned in reporting on such cases (Chalmers, 2014; Mamamia iVillage 
Team, 2014; Petrinic, 2016). Media accounts rarely mention that the risk of disease transmission is 
infinitesimally small, when assessed  on available evidence at both the level of bodily fluid, as well 
as taking into account social conditions and health parameters in an Australian or US setting 
(Gribble & Hausman, 2012).  
Blood, organ, and tissue donation are not, however, examples of direct, human body to human body 
intercorporeality, but of a medically controlled process. This itself is a process overdetermined by 
what Deleuze and Guattari would identify as ‘state’ thought, by which medical and technological 
bodies are inserted in the practices between bodies. Breastfeeding another woman’s child, or 
pumping and donating breastmilk directly to another woman for her to provide to her child, or even 
using breastmilk or formula in an at-breast supplementer to deliver that additional milk directly to a 
feeding baby are all, in the contemporary sociocultural context occupied by these women, 
considered risky and therefore morally unsanctioned, non-normative body practices. These practices 
are disturbing, disruptive kinds of intercorporeality. In many cases they do not have the specific 
endorsement of a bureaucratised, biomedical framework. They raise the spectre of risk, danger, 
contamination, and of bodies coming into contact with other bodies in ways that are challenging to 
the more accepted moral positioning of distinct, separate, discrete physical bodies. It also appears to 
reflect wider societal avoidance of and discomfort around bodies and body work, and particularly so 
when body practices are those enacted by individual (female) bodies considered problematic, 
potentially anarchic, uncontrolled and uncontrollable. 
There are limited – or indeed no – feasible alternatives in many (non-milk) cases of body gifting 
practices: blood is replaced with blood, organs with organs, tissue with tissue. Prostheses might be 
used in the case of missing limbs but these bodily extensions are generally not the subject of gift (or 
commodity) transactions in the same way that corporeally ‘real’ body parts and fluids may be 
(Boyer, 2010). Blood transfusion, or organ and tissue transplantation are considered the final and 
only option; and in those situations, other treatments, medications, and medical support are 
markedly less effective long-term option than replacement. However in recent history, infant 
formula has emerged as a ‘safe alternative’ to human breastmilk, and its incorporation as an aspect 
of infant feeding approaches is medically and socially sanctioned in preference to the sharing of 
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other women’s breastmilk (Baker et al., 2016; Chin & Dozier, 2012; Gribble & Hausman, 2012; 
Lee, 2007a; Short, 2005; Thorley, 2009). 
Alongside this distinction between milk and blood, and between a socially sanctioned biomedical 
inter-corporeality and a less conventional, unsanctioned mother-to-mother inter-corporeality, there 
is also widespread and increasing acceptance and even encouragement of the insertion of 
technological bodies into the corporeality of breastfeeding. This is so particularly in hospital and 
post-partum healthcare settings, and in the subsequent deterritorialisation and reterritorialisation of 
breastmilk for use in supplementing babies. The narratives of those women I spoke with, and the 
broad ranging experiences of women and observations reflected in the literature, suggest that 
women are routinely discharged from hospital with feeding plans that involve offering a baby a feed 
at the breast; then using an electric pump to express milk, and thereby ‘empty the breasts’, 
‘stimulate supply’, and/or ‘let damaged nipples time to rest and heal’. Women are then instructed to 
feed that milk back to the baby as a ‘top up’ at the next feed, in addition to offering the breast again 
(Johns, Amir, McLachlan, & Forster, 2016; Rasmussen & Geraghty, 2011). Women are given 
information by hospital staff which emphasises they should repeat this process with ‘no more than 
three hour intervals between’, however normal newborn feeding patterns often necessitate far more 
frequent feeding to establish and maintain breastfeeding and an adequate milk supply longer term 
(Brodribb, 2012; Day, 2011). As noted by Annie (and mirrored in comments by Sophie, Michelle, 
Steph, Sarah, and Eliza):  
You feed for an hour, then you pump for half an hour… then you wash everything, and then 
you have to get 15 minutes of sleep, and then you have to wake up and do it all again.  
 
Predominant breastfeeding advice, and women’s own body practices, reflects societal and 
biomedical acceptance and even encouragement of the deterritorialisation and reterritorialisation of 
breastmilk. This acceptance of deterritorialisation and reterritorialisation, however, can be seen to 
most often occur in circumstances where a pumping mother is feeding her milk to her own baby via 
socially conventional vessels (bottles). This is a series of interconnected body practices which 
involves significant reliance on the removal of milk via technology (a breast pump) and its 
movement into and reinsertion via means such as a bottle with artificial teat. It is, further, a body 
practice that fits within increasingly dominant modes of thinking about female lactating bodies: the 
need for instruction, technological support, and control and measurement of body fluids. However, 
when this inter-corporeality shifts to including additional bodies, in complex assemblages of peer-
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to-peer milk sharing that involve lines of flight taken by breastmilk and reterritorialisation of that 
milk by another, separate mother/baby dyad, this invokes a responding discourse of risk, danger, 
impurity, and what Akre et al. (2011) have described as “the ‘ick’ factor” (see also Gribble, 2014a; 
Gribble & Hausman, 2012; Shaw 2004b). 
My conversation with a group of women in a support group setting, in which they discussed 
whether or not they had used donated breastmilk, and the steps they had taken to ensure safety and 
minimise risk, was especially telling in this regard. The conversation spoke to the incongruities and 
contradictions inherent in the body practices and experiences of these women: they have 
internalised the discourse of the breastfeeding ‘community’ at large, incorporating notions of 
support, informed choice and consent, and facilitation and sharing. They have also internalised the 
body-focused discourse of the wider society, characterised by risk aversion, monitoring and control, 
and the ‘ick factor’ in relation to human breastmilk. This aversion was reflected in Michelle’s 
comment that “I couldn’t live with myself if something happened to my baby” (such as via viral 
contamination of breastmilk), but was contrasted by Annie’s determination that, regardless of 
healthcare policies, she would happily provide her future babies with donor breastmilk.  
 
Bodies within and outside systems: milk banks and peer-to-peer milk sharing 
networks 
In Australia, there are two primary mechanisms for sourcing donor milk – one is through peer-to-
peer milk sharing; and the other, less common, option is to access breastmilk through a “milk 
bank”. These two options entail very different considerations, practices, notions of surveillance and 
vetting of bodies, and degrees of acceptability relative to biomedical frames of reference and risk 
assessment. A comparison of the markedly different aspects of milk sharing therefore represents an 
additional, distinct area of analysis that would benefit from the application of a Deleuzo-Guattarian 
perspective.  
The immediacy of human bodies in interaction with each other in ways that are less mediated by 
bureaucratic frameworks and biomedical understandings characterises peer-to-peer milk sharing 
and the understandings and meanings ascribed to such milk. This itself contrasts with 
conceptualisations of breastmilk donated to and treated by breastmilk banks. Carroll (2012) and 
Zizzo (2011) both explore the ways in which donor milk provided through milk banks to 
hospitalised babies is understood as distinct from donor milk provided directly from mother to 
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mother/baby (i.e. through peer-to-peer milk sharing networks or cross-nursing arrangements). Zizzo 
(2011) describes a kind of ‘dissociation’ whereby donor milk is understood as a “product of the 
hospital, not someone”. Carroll (2012) explores how the ‘journey’ of breastmilk through hospital 
milk bank procedures to its destination in Neonatal Intensive Care Units (NICUs) creates a level of 
patient trust in the system that does not apply to milk which is sourced via peer-to-peer milk sharing 
networks. 
The data generated in the course of my own research does not touch on the use of milk banks to any 
considerable degree, however women did at times mention them in the context of their milk sharing 
experience. The incorporation of information about milk banks tended to be in terms of their known 
cost prohibitiveness and exclusionary criteria for access. In particular, it was noted that access to the 
limited number of Australian hospital-based milk banks is restricted to those babies who are 
patients of the hospital, and who are sick and/or very premature. This creates a demarcation, 
excluding most mother-infant dyads from a bureaucratised mode of milk sharing. In the United 
States, where milk banks are far more prevalent, milk donors are often paid per fluid ounce for their 
contribution according to costing guidelines developed by the Human Milk Banking Association of 
North America (2016). Such commodification of breastmilk raises a number of conceptual, political 
and practical issues which, while significant, are outside the scope of my thesis (for further 
discussion, see Baker et al., 2016; Fentiman, 2012; Salmon, 2015).  
Milk that flows through milk banking processes is also reterritorialised in ways that reflect a 
biomedical risk assessment frame of reference. In the current Australian context, milk is received 
from mothers who are required to undergo blood tests and complete screening questionnaires. The 
milk itself is then screened, pasteurised, frozen and stored prior to distribution (Johnston, 2016; 
Mothers Milk Bank, 2016). It is treated in a way that reflects a predominant conceptualisation of 
female lactating bodies and the milk produced by them as risky and dangerous, and that aligns with 
the idea of breastmilk as equivalent to human blood or tissue. This is a kind of biomedical ‘state 
thought’ in action (Deleuze & Guattari, 1987, p. 419). ‘Risk assessment’ – the identification and 
weighing of various risks against perceived benefits – is certainly a part of how women approach 
the sourcing and use of donor milk via peer-to-peer milk sharing networks. However, these are 
criteria and baselines for acceptable body work that are identified and discussed by the women 
themselves, on an individual case-by-case basis (Gribble, 2013, 2014a; Gribble & Hausman, 2012). 
The practices women chose to enact (or not) in relation to donor breastmilk ranged along a 
spectrum involving:  
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 not using donor milk at all due to the risks involved (Michelle; Jenny)  
 using donor milk from close family or well-known friends (Sarah, Eliza)  
 using donor milk from other donors, but requiring blood test results from donors, and also 
heat treating milk at home before use (Helen) 
 using donor milk from other donors, requiring blood test results, and not heat treating milk 
before use (Eliza)  
 using donor milk from other donors, and not requiring blood tests results nor heat treating 
milk before use (Krista, Fiona, Angela). 
These body practices were not enacted based on institutionally-driven criteria that tend to exclude 
most women (and babies), and the body work they might enact. Milk reterritorialised in the context 
of peer-to-peer milk sharing, in response to ongoing insufficiency and to assist in continued 
breastfeeding, is a reterritorialisation of a different kind. It involves markedly different lines of 
flight, different mechanisms, different bodies, in its movement from donor mother’s breast to 
recipient mother’s baby.  
The distancing of women from decision making processes about their own bodies and those of their 
babies can also be seen as extending beyond milk banks to hospital policies around the use of 
breastmilk (donor or otherwise) brought in by women themselves. Many hospitals implement 
policies that dictate only a mother’s own breastmilk may be brought into the hospital, stored, and 
used to feed her baby. Breastmilk is often treated as a kind of hazardous human tissue and is treated 
accordingly, with strict storage often separate from the location/s in which women and their babies 
find themselves. In these contexts, women’s ability to make decisions about their bodies and their 
babies is fragmented, and in some cases women felt separated from decision-making to such an 
extent that they spoke of planning to knowingly contravene hospital policies (“sneaking milk in”, 
“saying [donated milk is] my milk”). Several others spoke of having already enacted this kind of 
‘sneaky’ body practice. Circumvention or subversion of bureaucratic frames was undertaken (or 
planned) in a bid to establish and maintain at-breast feeding in an environment judged to be 
unsupportive of ongoing breastfeeding alongside insufficiency. Thus the corollary or consequence 
of hospital policies that place significant restrictions on women’s ability to choose to use donor 
milk is that women (donors, recipients, and support people) explicitly plan for ignoring and 
subverting the system, or in some cases operate entirely outside of it during birth and in the post-
partum period. They prepare their responses to doctors and other hospital staff in the same 
methodical manner they prepare a milk stash and spare supply lines. This kind of response to the 
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perceived insufficiency of the hospital system, and its unsatisfactory response to women’s 
articulated bodily needs, mirrors women’s responses to milk insufficiency itself. Body practices are 
here enacted that are at times radical and subversive, challenging prevailing norms, policies and 
conceptualisations of female, lactating bodies from within a specific, biomedical domain.  
 
Thinking outside the (pill) box: unconventional use of medications  
Women’s experiences of chronic milk insufficiency and their body work in relation to that also, at 
times and to differing degrees, involved the use of prescription medications for the ‘off-label’ 
purpose of increasing milk supply/production. These experiences and body practices again 
incorporate the thematic strands of incorporation/avoidance and acceptable/unacceptable bodies.  
Reported practices included obtaining prescription medication from other breastfeeding women 
with surplus medication stocks, or through online overseas pharmacy ordering processes. These 
practices speak to a broader inter-corporeality, of flows across borderlines, and of women’s 
avoidance and subversion of institutional biomedical constraints on continued breastfeeding. 
Further, women spoke of considering and incorporating other galactogenic supplements and foods, 
as well as using a range of alternative, complementary and/or natural therapies (such as 
naturopathy, Traditional Chinese Medicine, homeopathy, and so on), often following the 
recommendation of other women in support group settings.  
In particular there is a juxtaposition of, on the one hand, the incorporation of medical tools such as 
medications where these are seen to support breastfeeding alongside, on the other hand, a rejection 
of medical institutions or health professionals owing to their (actual or perceived) lack of 
knowledgeable support. For several women this resulted in their avoidance of general practitioners 
who would refuse a prescription for medication to increase supply, and instead opting for those who 
did supply a prescription. This disarticulation of bodies from healthcare settings, and the movement 
of bodies and body practices outside biomedical conceptualisations and contexts into a “realm of 
potential” marked by alternative therapies and untested substances, is an additional fragmenting and 
reterritorialisation of the maternal, lactating body. This is a kind of line of flight that results in the 
avoidance of a suite of bodies, and the incorporation of others, in order to approach full at-breast 
feeding.  
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Milk beyond breasts: Sophie’s use of donor milk for an exclusively bottle fed baby  
Of the women involved in this research, all but two used donor milk to supplement their babies and 
did this in combination with continued at-breast feeding. In this way, their babies received donor 
milk – either through a bottle, or at the breast via an at-breast supplementer – as well as receiving 
whatever quantity of breastmilk their own mother’s breasts could provide. The two women who did 
not use donor milk, preferring to use infant formula to supplement, did so in combination with the 
use of the at-breast supplementer and thus continued providing their own breastmilk concurrent 
with the ongoing experience of milk insufficiency.  
Sophie, however, represents a unique sub-set of the women interviewed and observed during the 
course of my research. Due to the particularities of her experience, I have sought to capture her 
story as a case study of its own that highlights a number of important, if unusual, body practices 
enacted in response to insufficiency.  
At around two weeks post-partum, and following numerous visits by midwives during which 
weight gain was identified as a significant concern, Sophie enlisted the help of a private lactation 
consultant:  
So [the lactation consultant] came out, she listened, she was lovely, she said “why don’t you 
lay down in bed and nurse with her” and we were nursing and she goes “we’ll do a pre- and 
a post- weigh of nursing” and [my baby] gained nothing. So [she] gained nothing, and it was 
devastating. And [the LC] said “Oh let me look at your boobs really fast” so I stood up and 
she said “Oh you have Insufficient Glandular Tissue” and I was like “I knew I had 
something. I knew that something was wrong”.  
 
This confirmed Sophie’s emergent realisation that her body and her breasts were somehow 
different:  
[M]y breasts are really tubular, they have classic signs of [Insufficient Glandular Tissue] 
like a massive gap between them. I’ve been overweight before, like I’ve lost about 140kg 
and my boobs were never bigger than a B cup… 
So I kind of knew something was wrong – because I thought well I’m not even engorged... 
But I never, I never – you know how women talk about how they have milk all over… 
they’re engorged over here, they’ve got mastitis all over, it’s hard as a rock, they can’t get 
[their baby] to latch on, their baby’s screaming because there’s so much milk – I didn’t 
experience any of that.  
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Sophie’s ensuing experience, as mentioned in previous sections, then mirrors the time- and 
resource-intensive body work undertaken by many of the mothers interviewed. The “insane” and 
“emotionally draining” nature of the frequent feeding, pumping, supplementing, and medication 
regime ultimately resulted in full weaning:  
[A]fter about two weeks of trying to top up and feed and pump, I just quit breastfeeding 
because it was just way too emotionally draining to feed, then try to like sort out how much 
she needed with the top up, and I just – it was just too hard, it was way too much.  
Having ceased breastfeeding when her baby was four weeks old, Sophie nonetheless continued with 
body practices that involved and created complex assemblages, in order to continue providing 
human breastmilk to her daughter.  
Six weeks later, at 10 weeks post-partum, she decided “I’m going to try an SNS, I’m going to try to 
relatch”. This process involved a complicated series of body practices to encourage her baby back 
to the breast:  
I would put the [first brand of] bottle nipple teat over my nipple with the SNS line; and then 
weaned down to [another brand of] newborn teat over my [nipple]; and then a nipple shield; 
and then bare breastfed. So we bare breastfed – as in like, no synthetic thing on my nipple – 
with the SNS for probably about two weeks, but then she started to take less and less from 
the SNS, and I knew that she was only getting about 15ml off of me. And I knew that she 
would need that 150ml top up – but everyone’s like “no, you just need to go with your baby, 
you know, she’ll only need 90 mls, you don’t really know” but I was doing pre and post 
weighs, I knew that she wasn’t getting much from me…  
So after about 4 weeks of the SNS I just had to quit because I wanted it more than she did, 
and she wasn’t gaining weight and it just wasn’t worth persevering, I guess. Because that 
was for me and wanting a breastfeeding relationship, and not necessarily for her health.  
Following several weeks of using the at-breast supplementer to achieve at-breast feeding once 
more, her baby’s increasing fussiness and ultimately breast refusal then meant that Sophie chose to 
discontinue at-breast feeding a second and final time. However, in contrast to the vast majority of 
mothers who fully wean their babies on to a bottle containing formula, Sophie chose to continue 
using donor milk in the bottles she used to feed her baby.  
Sophie’s recounting of the body work involved in continuing to source and use donor milk to feed 
her baby reflect the same complexity described by other mothers:  
So yesterday I fed [my daughter], put her in the car, drove up to [a donor’s town of 
residence], had lunch, fed her, picked up the milk, put her in the car, and drove back to 
home. And that’s like a 4 hour trip to get milk. But you know what? I know people think – I 
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know people think I have lost my shit. Like I know people think – one of my friends was 
like “are you still using donor milk??” and I’m like “Yeah, I am. I am still – yes, I’m still 
using donor milk”. 
Despite emphasising the comparative benefit of donor breastmilk over formula, Sophie also 
recognises the logistical complexity and the pressures this creates for her and her family, including 
during travel interstate and overseas:  
Do you know what? It’s a bitch. It’s a bitch to try and get – to organise people. It’s a bitch to 
try to get [breastmilk] bags. It’s hard work trying to organise times when it works for you 
and for them, and to organise – logistically, it’s not easy. It’s so much easier just to put your 
kids on formula. I mean it is… the amount of effort I’ve spent trying to email people in the 
States who I’ve never met, and ask them questions about their health and their life, and all of 
that stuff, has been a nightmare. But I know – I know, I know, I know – that it’s for her 
benefit. 
 
At the core of Sophie’s ongoing sourcing and use of donor breastmilk is her conviction that it is the 
best option for her child, even though she had discontinued at-breast feeding altogether. Her story 
involves an initial, visceral reaction to giving her baby her first bottle of formula – a reaction 
common to many of the women interviewed:  
So we started giving her formula at six weeks, or five weeks, one bottle – and I sobbed. Oh 
my gosh. For her first bottle, I actually sobbed.  
Following from this, Sophie emphasised several times that the sourcing and use of donor milk was a 
reconstructive, re-constitutive process. As noted earlier in this chapter, she conceptualised it in 
terms of grief and loss, and subsequent relief:  
The grief [of insufficiency] is immense, but the relief of getting that breastmilk is so healing. 
 
In this way, Sophie’s continued use of other women’s breastmilk can be seen to occur at an 
additional remove from the original donor’s maternal lactating body, and from the act of at-breast 
feeding. The breastmilk itself takes on a kind of re-constitutive role with respect to Sophie’s 
feelings of grief and loss, and to her personal perspective on feeding her daughter.  
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Conclusion: Flows of milk and meaning 
Deleuze and Guattari open Anti-Oedipus with a discussion of the body as a desiring-machine, and 
of connections, flows, and fragmentations between bodies. Machines interrupt flows, and “flows 
only become apparent to us when they can be interrupted” (Buchanan, 2000, p. 22). Everything can 
be “defined in terms of flow”, and a singular, interrupted-reconnected flow is what exists “at the 
limit” (Deleuze & Guattari, 1983, p. 36). To illustrate this concept of flows as central, Deleuze and 
Guattari reference the breastfeeding body, explaining that “[t]he breast is a machine that produces 
milk, and the mouth is a machine coupled to it” (Deleuze & Guattari, 1983, p. 1). In this context,  
there is always a flow-producing machine, and another machine connected to it that 
interrupts or draws off part of this flow (the breast—the mouth). And because the first 
machine is in turn connected to another whose flow it interrupts or partially drains off, the 
binary series is linear in every direction. Desire constantly couples continuous flows and 
partial objects that are by nature fragmentary and fragmented… Every “object” presupposes 
the continuity of a flow; every flow, the fragmentation of the object (Deleuze & Guattari, 
1983, pp. 5-6).  
 
Human breastmilk in this context both flows between bodies, connecting but also fragmenting 
them, and then reconnecting bodies in a series of interminglings. Desire acts upon these bodies and 
interminglings, causing assemblages to coalesce and also breaking them apart. Reflective of this, 
and as discussed in this chapter, women’s responses to insufficiency involve body practices marked 
by both incorporation and avoidance. Women connect with and incorporate other women’s bodies 
and breastmilk, taking lines of flight that physically and conceptually criss-cross the social domain 
and draw on a range of social networks to locate and transport milk. In these ways, bodies are 
deterritorialised and reterritorialised through the fragmenting and reassembling wrought by the 
enactment of body sharing. Women also enact body practices that explicitly avoid certain other 
bodies, including particularly infant formula and bottles, and in so doing articulate a conception of 
them as riskier, more problematic options in the context of continued breastfeeding. Healthcare 
professionals and settings are considered at times to be inimical to the coalescing of bodies and milk 
in a specific, desired physiological state of ongoing breastfeeding. This again results in the 
enactment of body practices that exclude and avoid, while at the same time creating complex 
assemblages through other body practices that incorporate and connect.  
The enactment of body practices involved in the incorporation of bodies and the exclusion of others 
is framed by women’s individual risk assessments and moral judgements. These assessments and 
judgements as they are applied to milk, to other mothers, to infant formula, and to vessels for the 
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delivery of supplementary milk, involve an interplay of personalised conceptualisations of the 
safety of already-related bodies and internalised, biomedical ideas of risk, contamination, and 
purity.  
The lines of flight taken, and the deterritorialisation and reterritorialisation, of maternal, milk 
producing bodies and the infant bodies with which they are intertwined, therefore make way for the 
creation of complex assemblages characterised by further disarticulations, fragmentations, and 
repositionings. In the following chapter I draw out these fragmentations, describing the various 
forms of women’s body work enacted in response to insufficiency, and discussing how body 
practices form and cut across complex assemblages in creative, challenging, challenged, and often 
incongruous ways.  
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CHAPTER 6 
The fragmenting body and complex assemblages 
 
Fragmented and reassembled: reconnecting maternal lactating bodies 
Milk insufficiency is one of the most common reasons that women provide for their earlier-than-
planned cessation of breastfeeding (Baxter et al., 2009; Blyth et al., 2002; Brown, Dodds, Legge, 
Bryanton, & Semenic, 2014; Lewallen et al., 2006). Women’s self-reported experiences of 
insufficient milk are so entrenched and wide-ranging that extensive research has been undertaken 
over decades into the possible causes and determinants. As well, scientific nomenclature such as 
“Insufficient Milk Syndrome” (IMS), “Perceived Insufficient Milk Syndrome” (PIMS), and the 
“Breastfeeding Self-Efficacy Scale” (BSES) has been developed to comprehend this pattern and to 
instigate targeted antenatal interventions to address it (e.g. Blyth et al., 2002; Creedy et al., 2003; 
Dennis, 2006; Dennis & Faux, 1999; Kingston, Dennis, & Sword, 2007; McCarter-Spaulding & 
Kearney, 2001; Otsuka, Dennis, Tatsuoka, & Jimba, 2008). Yet despite this pattern, and despite 
“not enough milk” characterising the breastfeeding stories of so many women, ongoing milk 
insufficiency was described by the women I spoke with as unanticipated, difficult to comprehend, 
and utterly baffling. The expectations they had articulated during pregnancy and in the immediate 
post-partum period were confronted by a bodily failure for which they were, in several women’s 
words, “completely unprepared”.  
As discussed in the previous chapters, such bewilderment quickly made way for a rethinking of and 
with bodies. This rethinking entailed a range of body work enacted in response to that insufficiency. 
Body work connects with complex assemblages involving a proliferation of bodies – biological, 
institutional, interpersonal, technological, extra-bodily/prosthetic, and so on – as well as material 
flows (namely breastmilk). As Lupton and Schmied (2013) observe, the moment of birth marks a 
kind of fragmentation into a still-connected-but-now-externalised dyad, and an orientation of the 
mother’s body towards the now-external child. Mother and child remain as an inter-embodied dyad 
within redefined boundaries, their intersubjectivity and intercorporeality continuing but in a 
changed and extended form. For those women I spoke with who were faced with ongoing milk 
insufficiency, this extended form has extended further, fragmenting and orienting towards other 
body parts.   
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In this chapter I build on the previous discussion of women’s body practices and the means by 
which they incorporate and avoid other bodies. In particular, I draw here on Deleuzo-Guattarian 
concepts including the assemblage, deterritorialisation, and nomadism, to explore the proliferation 
and intermingling of bodies, and to highlight how such complex interconnectedness is apparent in 
the practices enacted by the mothers I spoke with and observed. As well, I juxtapose the idea of 
women’s bodies as desiring-machines with the jarring and contradictory advice offered by health 
professionals and others, contemplating again the ways in which desire acts as a force on bodily 
assemblages. I also begin to weave the strands drawn from the work of Grosz (1994), Bartlett 
(2002, 2005), Haraway (1987, 2015; Haraway et al., 2016), and Lam (2015) into a conceptual frame 
through which to appreciate body practices as creatively corporeal. This sets the scene for 
comprehending bodies as ‘good to think with’, and for exploring the fragmentations and 
reconnections undertaken by bodies deemed lacking.  
 
Body work in response to insufficiency 
Mothers’ articulation of body practices enacted in response to initial identification or self-discovery 
of insufficiency share a number of common elements. In particular, body practices are described as 
time- and resource-intensive, as emotionally draining, and as all-encompassing for extended periods 
of time. The range and types of body practices are very much ‘non-normative’, sitting outside the 
scope of accepted body practices as these are discussed by the women themselves. Women also 
observe that their body practices are considered non-normative in other contexts, including by their 
health professionals, their families and friends, by social discourse around infant feeding, and by 
cultural narratives around and directed at control of women’s bodies.  
In the previous chapter, I referenced Annie’s description of the complex expansion of her body 
practices over the course of the first nine weeks of her child’s life:  
You feed for an hour, then you pump for half an hour… then you wash everything, and then 
you have to get 15 minutes of sleep, and then you have to wake up and do it all again. But I 
couldn’t give up. 
At this point in our conversation, Annie broke down. At 16 months post-partum, her continuing 
grief and her anger at a system she felt had failed her were evident. Annie was also one of the few 
mothers who openly engaged in supplementing her baby during our conversations – while almost 
all of the women fed their babies as and when needed, the act of supplementing using a bottle or at-
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breast supplementing device was not as readily enacted. By contrast, Annie was keen to 
demonstrate the use of the supply line, pointing out its component parts, and highlighting how her 
son engaged with it both while feeding and when playing.  
Similarly, Emily described her extensive litany of body work. In brief summation, this involved 
Emily pumping her own milk, sourcing donor milk, using an at-breast supplementer, taking herbal 
supplements and prescription medications, baking and eating lactation cookies and other 
galactogenic (milk supply increasing) foods, working out and watching food intake to try to reduce 
the impact of insulin resistance on milk production, and seeing a range of health professionals 
including child health nurses, lactation consultants, midwives, general practitioners, paediatricians, 
endocrinologists, naturopaths, homeopaths, and dieticians. Emily’s body practices in response to 
milk insufficiency resulted in a Deleuzo-Guattarian “continuously self-constructing milieu” 
(Deleuze & Guattari, 1987, p. 191), characterised by multiple fragmentations and disarticulations, 
and the creation of complex assemblages in the (ultimately unfulfilled) pursuit of bodily sufficiency 
via a full milk supply. Emily therefore undertook these body practices in the first instance as a way 
to address and overcome bodily insufficiency. Over time, she engaged more and more with a kind 
of reconstructed sufficiency that acknowledged both ongoing low milk supply as well as the 
significance of body work that enabled continued breastfeeding.  
In a similar way, Michelle talked about her experience of: 
hand expressing, manually expressing, hospital grade pump expressing, not really getting a 
whole lot [of milk], trying to feed that back to her, bottle feeding, SNS feeding… taking 
every galactagogue known to man.  
 
Sophie’s experience also incorporated this complexity of body work and practices in response to 
bodily insufficiency, and further exemplifies mothers’ sense of being beholden to strict health 
professional-mandated timeframes for ensuring their babies gain weight at a certain rate. This in 
itself highlights the tension between health professionals’ criteria for breastfeeding ‘success’, and 
mothers’ criteria for and experience of this (Hauck & Irurita, 2003): 
[On the Friday] the midwife basically said to me you have until Sunday to get her up [by] 
150g, so I had to put like a hundred grams on her in a few days. …[S]o she was basically 
like “You have to feed, and then every two hours power pump for 20 minutes, around the 
clock”. And I’m like, so it takes me an hour to feed, it takes me twenty minutes to settle her, 
that gives me twenty minutes to feed – so what, I sleep every twenty minutes? …[T]he 
whole process was insane. 
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Despite acknowledging the complexity, time pressures, and impact on her own ability to function 
and to engage in the full gamut of ‘mothering work’, Sophie adhered to this prescribed routine in an 
effort to meet requirements:  
[It was] power pumping around the clock, it was feeding and pumping afterwards, waking 
up at 3 o’clock in the morning, popping domperidone, you know, it was like all of this new 
stuff that I really had never been exposed to before – and trying to sort it all out. It was just 
way too much… it was just way too emotionally draining to feed, then try to sort out how 
much she needed with the top up, and I just – it was just too hard, it was way too much. … 
When I was pumping the best I could pump was 150ml a day on domperidone, on like nine 
[tablets a day] of fenugreek, on blessed thistle, on placenta encapsulation, on mothers milk 
tea, on lactation cookies. 
 
Steph, recounting the time period when her baby was around 2-3 weeks old, further identified a 
range of body practices enacted in response to an increasingly problematic breastfeeding 
relationship:  
It's a struggle at this point to feed her. She's pulling off, she's crying, she's freaking out. So 
this is the point where I'm reaching out for help all over the internet, it's when I got on the 
[social media support group and associated] website and I'm trying essential oils, I'm trying 
lactation cookies, I'm trying all these different supplements, I'm nursing constantly… I’m 
pumping, pumping, pumping. 
Steph repeatedly commented “I don’t know…I don’t know what was going on…I don’t know” as 
she recounted her story. Her experiences are entirely underwritten by this not-knowing; by 
bewilderment and a frustration that answers were not forthcoming. There was a sense of her 
careering from one type of body work to the next, “reaching out for help all over the internet”, 
attempting to connect with other bodies and forms of support that might help her to remedy her 
stressful, escalating, and unpredictable situation.  
Sarah, too, pursued numerous strategies to increase her milk supply:  
[T]hat first week… basically he was sucking on me just 24/7… [I was doing] everything. 
Everything. Pumping, [medication to increase supply], fenugreek tea, weird Japanese gooey 
rice stuff that was like eating snot, every single possible thing you could think of I was 
doing. I was so anxious and so stressed and so upset that it wasn’t working for me, so I got a 
supply line… I had a month of acupuncture, I tried every single culture’s remedy. 
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This wide-ranging connectivity also appears reflected in the body practices of women who are 
approaching, or had already had, a second or subsequent baby. Even prior to conception, many of 
these women are already revisiting and modifying their body work and engaging – or re-engaging – 
in the diversity of practices and complex assemblages identified above. Several of the women spoke 
about adding body work that could be considered experimental. This included applying 
progesterone cream topically to the breasts, the use of antidiabetic drugs to address the effects of 
insulin resistance, and the taking of a wide range of herbal supplements suggested to them by 
naturopaths, herbalists, and in many cases other mothers met through online peer support 
communities.   
Krista, for example, speaks of her experience in the lead-up to the birth of her third child, following 
two previous experiences of long-term supplementation with donor milk due to Krista’s Insufficient 
Glandular Tissue:  
The third time round I guess I knew that we were going to use donor milk. I did a lot more 
preparation during pregnancy as far as herbs and things like that, trying to get breast tissue 
growth, and knowing that I’d already had a two year breastfeeding relationship, that I’d 
grown that extra tissue and all that kind of stuff. In the end that all helped – I’ve got a much 
better supply this time. 
 
Other mothers also identified a number of strategies that they had already implemented, or intended 
to use, in subsequent pre-conception, pre-natal and post-partum stages in order to maximise their 
chances of establishing and maintaining a more “normal” breastfeeding relationship and milk 
supply:  
I’d be on goat’s rue. Things like metformin. Before I even fall pregnant I’ll be pumping 
myself up with greens so that I have a lot of folate in my system, so that the [risk of] tongue 
tie is very minimised… If there’s a bit of insulin resistance or my hormones are slightly out 
of whack
20
 … I’ve lost 12 kilos [in an attempt to minimise the effects of insulin resistance], 
and I’m gonna lose more, I’m hungry to lose more, so next baby hopefully it won’t be an 
issue – hopefully I’ll have so much more milk. (Annie)  
 
In the approach to her second child’s birth, Sarah sought answers from medical specialists including 
an endocrinologist. She also engaged in body practices such numerous blood tests to assess 
                                                     
20
 Goat’s rue is a herbal supplement purported to assist with milk production. Metformin is a pharmaceutical 
drug used in the treatment of diabetes, but is also considered to have effects on lactation. Increased insulin 
resistance is understood by many mothers to negatively impact milk production.  
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prolactin
21
 levels at different stages, including after her first child weaned and before her second 
pregnancy, throughout the pregnancy, and in the post-partum period. In an effort to improve milk 
production and reduce the need to supplement her second child, she also undertook additional, 
sometimes experimental body work, including some practices counselled against by health 
professionals: 
I read stuff from America about getting progesterone cream and rubbing it on your breasts… 
a doctor… wrote a script and [the chemist] made it for me and I did that, but I have no idea 
if it even helped. Second time round I [also] took [medication to increase supply] a month 
before… she was due, and I started pumping a month before she was due. Even though 
midwives were like “don’t pump because it might bring on early labour blah blah blah 
blah!”, I did it.  
The body work involved in seeking answers and trialling solutions to her chronic milk insufficiency 
was a double-edged sword for Sarah:  
I hold a lot of sort of resentment towards [my body and my breasts and the insufficiency], 
but I think through trying to find answers, and trying to prepare my body and trying to find 
solutions, I kind of – I healed a lot.   
 
This reflects the conscious, even if unanticipated and unplanned-for, expansion of breastfeeding 
into a world of ‘bodies’ – physiological, human bodies, as well as technological bodies, 
bureaucratic bodies, institutional bodies, and so forth. It also captures the body practices enacted by 
women in response to known issues, such as (in Krista’s case) Insufficient Glandular Tissue, or (in 
Angie and Fiona’s case) histories of breast surgery.  
 
Hard work, body work, and the tetravalence of assemblages 
For these women, the initiation of this body work has led to a process of deconstructing and 
reconstructing complex assemblages involving numerous bodies and practices over months and 
sometimes years. This then is not about inherent insufficiency or lack or what the body cannot do, 
but about a challenge to that – about what the body can do. The women who have contributed to 
this research have consciously sought to move beyond that of which their bodies appear incapable. 
                                                     
21
 Prolactin is a hormone that, along with insulin and hydrocortisone, is involved in mammals’ production 
and regulation of milk. Prolactin dysregulation can be implicated in milk insufficiency (Marasco, 2014).   
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Instead, they have enacted body practices that exemplify the intricate intersubjectivities and 
corporeal creativity characteristic of Deleuzo-Guattarian pragmatics.  
There is a complexity and diversity of body work that ranges from that which ostensibly focuses on 
the workings of the individual maternal body, through to that which focuses on other bodies (such 
as in the case of diagnosing and treating issues of an infant’s oral anatomy), and including body 
practices that encompass many bodies through milk sharing, for example. In the case of Krista, 
Steph, Angie, Eliza, and Sarah, it is clear that their enactment of body practices is situated across 
this diversity. This evokes Deleuze and Guattari’s emphasis on acknowledging and understanding 
the “tetravalence of the assemblage” (Deleuze & Guattari, 1987, p. 103), and the importance of 
appreciating the entirety of the assemblage incorporating both ‘machinic assemblages’ and 
‘collective assemblages of enunciation’. Machinic assemblages of bodies consists “of actions and 
passions, an intermingling of bodies reacting to one another” (Deleuze & Guattari, 1987, p. 102). 
Alongside this is the collective assemblage of enunciation, consisting “of acts and statements, of 
incorporeal transformations attributed to bodies” (Deleuze & Guattari, 1987, pp. 102-103). 
Understanding body practices at the intersection of breastfeeding, insufficiency, and milk sharing 
entails an exploration of breastfeeding bodies and babies, and of the paraphernalia involved in the 
expression and storing and transport and use of donor breastmilk. It also requires comprehension of 
the social context of breastfeeding and milk sharing, and the acts and statements and “incorporeal 
transformations attributed to [breastfeeding] bodies”.  
Women’s enactment of body practices forms and reforms machinic assemblages of bodies. This can 
be seen in the dyadic relationship between breastfeeding mother and breastfed child, and also in the 
intermingling of other women’s breastmilk with a mother’s own milk (albeit deemed insufficient to 
fully nurture her own baby). It is apparent in the multiple bodies involved in responses to 
insufficiency, such as pumps, supply lines, bottles and teats, nipple shields, scales, charts, hospital 
policies. This then comprises “the interminglings of bodies defining” the intersection of 
breastfeeding, milk insufficiency, and milk sharing (Deleuze & Guattari, 1987, p. 103). The 
collective assemblage of enunciation, on the other hand, is seen in the emotions and psychological 
calculations undertaken by women faced with insufficiency. Women explore maternal identity 
work, as well as enacting normative and non-normative maternal and female moralities. In these 
ways, “we would also have to consider statements, expressions…all of the incorporeal 
transformations…: the collective assemblage of enunciation” (Deleuze & Guattari, 1987, p. 103) to 
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comprehend how women’s enactment of body practices at this intersection also coincides with a 
series of maternal, moral positionings.  
As noted in Chapter 3, Deleuze and Guattari (1987, p. 103) also explain that “on a vertical axis, the 
assemblage has both territorial sides, or reterritorialized sides, which stabilize it, and cutting edges 
of deterritorialization, which carry it away”. A key example from Deleuze and Guattari’s writings 
comprises consideration of the operation of bodies and power within the “feudal assemblage” as 
this is defined by 
the interminglings of bodies…[including]: the body of the earth and the social body; the 
body of the overlord, vassal, and serf; the body of the knight and the horse and their new 
relation to the stirrup; the weapons and tools assuring a symbiosis of bodies—a whole 
machinic assemblage. We would also have to consider statements, expressions, the juridical 
regime of heraldry, all of the incorporeal transformations, in particular, oaths and their 
variables…: the collective assemblage of enunciation. On the other axis, we would have to 
consider the feudal territorialities and reterritorializations, and at the same time the line of 
deterritorialization that carries away both the knight and his mount, statements and acts. We 
would have to consider how all this combines in the Crusades (Deleuze & Guattari, 1987, 
pp. 103-104). 
Deleuze and Guattari thus use the knight and his mount, and the various paraphernalia associated 
with their bodies, and the relationship of these with a collective assemblage of enunciation and the 
feudal assemblage more broadly, to extend their analysis of bodies and 
deterritorialisation/reterritorialization.  
Here I rework the final aspect of the above example, considering women’s bodies and body 
practices in the context of breastfeeding, milk insufficiency, and milk sharing:  
We would have to consider the…territorialities and reterritorializations, and at the same 
time the line of deterritorialization that carries away both the knight and his mount, 
statements and acts mother and her baby, and the infant feeding paraphernalia with which 
they have become intertwined, and the donor breastmilk they are using, and the statements 
and acts which define and accompany breastfeeding and milk sharing in the contemporary 
sociocultural context… We would have to consider how all this combines in the Crusades 
the construction of the maternal body through a breastfeeding relationship concurrent with 
insufficiency and the sharing of milk (Deleuze & Guattari, 1987, pp. 103-104, emphasis 
identifies my additions).  
In the above, I have supplanted the Deleuzo-Guattarian knights and their mounts and associated 
paraphernalia, with women and their babies, and the infant feeding paraphernalia and varied 
conceptualisations which accompany their continued breastfeeding. These are processes implicated 
in women’s construction of an interembodied maternal self relative to dominant conceptualisations 
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of maternal, lactating bodies. The construction of a maternal body relative to this State/biomedical 
apparatus parallels the deterritorialisation of knight and mount, and their line of flight relative to the 
feudal assemblage and to the Crusades as a resituating of bodies. 
My (re)interpretation highlights how both of these versions of body work respond to and enact 
forces of destabilisation. Bodies and bodies parts are in a process of constant movement, 
disarticulating from each other and undergoing shifts – deterritorialisations – away from pre-
existing bodily states. They are taking lines of flight away from and also sometimes towards 
dominant sociocultural conceptualisations of the maternal, breastfeeding body. Further, nothing can 
exist in actual or analytical isolation. The various elements (e.g. supply lines, pumps, bottles) that 
are put to work within this domain form part of the  
precise state of intermingling of bodies in a society, including all the attractions and 
repulsions, sympathies and antipathies, alterations, amalgamations, penetrations, and 
expansions that affect bodies of all kinds in their relations to one another… [T]ools exist 
only in relation to the interminglings they make possible or that make them possible. [Tools] 
presuppose a social machine that selects them and takes them into its “phylum”: a society is 
defined by its amalgamations, not by its tools (Deleuze & Guattari, 1987, p. 105).  
 
This perspective involves taking a view of women’s body practices at the intersection of 
breastfeeding, milk insufficiency, and milk sharing. Such a view works from the recognition of a 
social machine as defined by amalgamations, not by its individual tools nor by its most simplistic 
relationship (mother-child). Through disarticulation of previously-understood maternal bodies and 
subsequent, new connections formed with other bodies, women form machinic assemblages and 
collective assemblages of enunciation. The proliferation of maternal bodies, medical bodies, 
technological bodies, and socioculturally challenging bodies redefines not only women’s individual 
experience, but the social domain itself. This social field is therefore  
defined less by its conflicts and contradictions than by the lines of flight running through 
it…[the assemblages] flattens all of its dimensions onto a single plane of consistency upon 
which reciprocal presuppositions and mutual insertions play themselves out (Deleuze & 
Guattari, 1987, p. 103).  
 
The social field at the intersection of breastfeeding, milk insufficiency, and milk sharing is defined 
by the lines of flight that criss-cross it, that run through it, and that involve numerous bodies and 
their deterritorialisation and reterritorialisation. Of importance for the airing and comprehension of 
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these women’s voices and experiences, this is a social field that is very much defined not only by its 
“conflicts and contradictions”, or by tools and bodies in isolation from one another. It is a field that 
exemplifies the complexity and unpredictability inherent in these experiences, and of their 
embeddedness in family histories and cultural milieu and social contexts that give it form, constrain 
it, and influence the movement of bodies within it. In later discussion in Chapter 8 and 9, I return to 
these ideas and consider how contradictions and incongruities are involved in the processes of 
becoming, and how desire is implicated in the lines of flight and fragmentations undertaken by 
bodies. In a Deleuzo-Guattarian sense, these fragmentations and deterritorialisations do not have to 
be coherent to be cogent, nor do they need to cohere to effect a becoming-.  
The “flattening of subjectivities”, involving planes rather than hierarchical forms, informs a reading 
of the complex assemblages wrought by these women as individual and individuated. Such 
assemblages are formed out of body practices enacted in response to sometimes known and 
recognised, sometimes unknown or unrecognised factors. The profusion of bodies implicated in 
each woman’s experience of breastfeeding and milk insufficiency was unique to that woman. All 
spoke of the various different ways in which they selected one option over another – to use donor 
milk as opposed to formula, or to use formula rather than accept donor milk, or to use bottles rather 
than a supply line, or use a supply line rather than bottles. However, in all cases women’s enactment 
of body practices and engagement with other bodies resulted in an outcome that helped protect 
some valuable aspect of the infant feeding relationship, and mother/infant dyad, specific to that 
woman’s experiences and desires. For some of the women, that involved at-breast feeding using a 
supplementing system, for example, while disengaging from notions of exclusive breastmilk 
feeding due to factors such as risk aversion (not wanting to use donor milk because of the possible 
risks involved) or access (not being able to source donor milk) or suitability for their child (not 
being able to use donor milk due to their baby’s allergies or intolerances). While women spoke of 
sadness and grief, frustration and anger, in this social field of interactions and body practices they 
nonetheless affirmed a desire to “do everything” and “not give up” without necessarily designating 
a hierarchy of actions and body work in that context. With respect to future experiences with babies 
and breastfeeding, many of the women said they would “do everything they could”, listing 
numerous strategies involving multiple elements, but again often not designating a particular 
hierarchy of body work – just “doing all of it” (Steph).   
There is thus a messy, complex, diverse (inter)corporeality that is present in and characteristic of 
women’s experiences and body practices at the intersection of breastfeeding, milk insufficiency, 
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and milk sharing. Women’s use of their own and others’ bodies, and their enactment of body 
practices designed to stimulate additional milk supply, are conceptually and physically messy 
things. The value of a Deleuzo-Guattarian microanalysis lies in my being able to look carefully at 
the mish-mash of intersecting, overlapping, colliding bodies of all descriptions, and to understand 
the implications of such complexity. In Chapter 9 I discuss in more detail these implications for the 
women themselves, for health professionals, for peer support counsellors, for families, and for 
society more broadly.  
 
Disarticulated bodies and reintegration: what bodies can do 
Deleuze and Guattari’s work, and that of Grosz and corporeal feminism, implores us to consider 
and conceive of bodies in terms of what they can do. As Deleuze and Parnet (2002, p. 60) note,  
Bodies are defined not by their genus and species, nor by their origins and functions, but by 
what they can do, the affects they are capable of, in passion as in action.  
Grosz (1994, pp. 169-170) explores Deleuze and Guattari’s idea of the Body without Organs (BwO) 
further, identifying that  
[t]he BwO does not oppose or reject organs but is opposed to the structure or organization of 
bodies, the body as it is stratified, regulated, ordered, and functional, as it is subordinated to 
the exigencies of property and propriety.  
A reading of Deleuze and Guattari (1987, pp. 184-185) also clarifies this notion of the BwO in the 
context of ‘bodies’ as they are conceptualised in assemblage thinking. The BwO does not stand in 
opposition to, or distinct from, the various functional organs. Rather, the BwO stands in opposition 
to the imposed organisation and functional unity of the organism. The consolidated organism as a 
controllable apparatus is fundamental to the exertion of power and predominant modes of thought – 
‘state thought’ – against which Deleuze and Guattari’s philosophy of ‘nomad thought’ stands. They 
explain that: 
The organism is already that, the judgement of God, from which medical doctors benefit and 
on which they base their power. The organism is not at all the body, the BwO; rather, it is a 
stratum on the BwO, in other words, a phenomenon of accumulation, coagulation, and 
sedimentation that, in order to extract useful labor from the BwO, imposes upon it forms, 
functions, bonds, dominant and hierarchized organizations, organized transcendences. The 
strata are bonds, pincers… We are continually stratified. 
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To the strata as a whole, the BwO opposes disarticulation… experimentation… and 
nomadism (Deleuze & Guattari, 1987, pp. 184-185).  
Disarticulation, experimentation, and nomadism: This captures how these women are often moving 
through their days, and through the trajectory of their mothering experiences, incorporating and 
responding to the experience of insufficiency. They are cognisant that the non-workings of their 
own bodies are both expected (particularly by certain health professionals or parts of the health 
system) but also, to them, unexpected and deeply upsetting. In response, they enact body work 
which is varied and complex and intercorporeal. It involves many bodies, disarticulations, a shift 
away from focusing on being a complete organism and instead focusing on the many acts, the many 
body practices, the many bodies, which in effect dismantle the organism in order to rebuild a sense 
of sufficiency via other means and bodies. This evokes Deleuze and Guattari’s (1987, pp. 185-186) 
line of questioning:  
What does it mean to disarticulate, to cease to be an organism? How can we convey how 
easy it is, and the extent to which we do it every day? …Dismantling the organism has never 
meant killing yourself, but rather opening the body to connections that presuppose an entire 
assemblage, circuits, conjunctions, levels and thresholds, passages and distributions of 
intensity, and territories and deterritorializations measured with the craft of a surveyor. 
…[But] you have to keep enough of the organism for it to reform each dawn; and you have 
to keep small supplies of significance and subjectification, if only to turn them against their 
own systems when the circumstances demand it, when things, persons, even situations, force 
you to; and you have to keep small rations of subjectivity in sufficient quantity to enable 
you to respond to the dominant reality. Mimic the strata. You don’t reach the BwO, and its 
plane of consistency, by wildly destratifying. 
 
Sophie’s comprehension of and approach to her infant feeding journey is one that takes such a 
cautious, reflective, and calculated path. For her, ‘wild destratification’ would have been 
exemplified in the use of an at-breast supplementer in addition to the regime of pumping, frequent 
feeding, top ups, and galactagogues. It was, in her words, “insane” and “emotionally 
overwhelming”, and therefore she took other, more considered steps, keeping “enough of the 
organism” and “small supplies of significance and subjectification” until such time as she made a 
complete break with at-breast feeding and committed to donor breastmilk feeding. Michelle, in 
contrast, saw the interpolation of bottles as approaching an unacceptable level of bodily 
fragmentation. Both Krista and Steph continued with ostensibly exhausting regimes of body work, 
involving sourcing donor milk and using at-breast supplementers long term, because they both felt 
that not doing so would put their maternal identity and mental health at risk.  
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All of the women I spoke to have therefore moved beyond the “structure of stable unities” (Grosz, 
1994, p. 170). This has involved moving beyond a maternal identity and infant feeding experience 
that includes the conventional mother—infant dyad, and beyond the conventional physicality of the 
infant—maternal breast desiring-machine discussed by Deleuze and Guattari (1983, p. 1).   
 
Nomadic breastfeeding bodies 
Women’s body practices and body work are situated relative to dominant (usually biomedical) 
conceptualisations and modes of enacting practices upon women’s bodies in this context of 
breastfeeding, milk insufficiency, and milk sharing. As mentioned above, women’s body practices 
are often reflective of Deleuze and Guattari’s idea of ‘nomadology’ or nomad thought – that which 
sits away from, outside of, ‘State thought’.  
In his introduction to A Thousand Plateaus, Brian Massumi (1987, p. xii) describes Deleuze and 
Guattari’s work and the philosophy they termed “pragmatics” and “schizoanalysis”, but which 
identified that “nomad thought is not confined to philosophy”. Massumi (1987, pp. xii-xiii) notes 
that filmmakers, painters, and others are “philosophical thinkers to the extent that they explore the 
potentials of their respective mediums and break away from the beaten paths”. So, too, the women I 
have worked with in my research have broken away from established paths, exploring the potentials 
of their “respective mediums”. For these women, the mediums are bodies and body parts. This 
aligns with the idea of corporeal feminism, of ‘thinking with’ the body, and of breastfeeding as a 
form of enacting creative corporeal acts (Bartlett, 2005).  
Reminiscent of the way that Deleuze and Guattari would spurn philosophers on to question and 
disassemble and resist ‘State thought’, so too their conceptual frame suggests that women 
undertaking seemingly “extreme” (while still mundane) forms of body work in response to 
insufficiency may well be positioned opposite State thought. They are undertaking forms of nomad 
thought through corporeal creativity and subversive body practices.  
Massumi (1987, p. xiii) reflects that through engagement with A Thousand Plateaus “the reader is 
invited to lift a dynamism out of the book entirely, and incarnate it in a foreign medium, whether it 
be painting or politics” – or, one might interpret this to mean, the body. Because, indeed, why not? 
The philosophy is called ‘pragmatics’ by Deleuze and Guattari  
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because its goal is the invention of concepts that do not add up to a system of belief or an 
architecture of propositions that you either enter or you don’t, but instead pack a potential in 
the way a crowbar in a willing hand envelops an energy of prying (Massumi, 1987, p. xiii).  
 
The prying crowbar imagery is evocative in this context. It evokes Sarah’s experience of prying at 
every possible edge, “trying every culture’s remedy” and attempting to address every explanation 
and diagnosis for her experience of insufficient milk. It evokes Annie’s work to chip away at her 
bodily insufficiency and reassert a maternal, breastfeeding identity through the use of a supply line 
over a period of almost two years. It evokes Fiona’s carving out of a careful path between two 
discrete options as presented by numerous health professionals, resulting in her appreciation of what 
she termed “walking the line” between fully at-breast feeding with donor milk and fully bottle 
feeding with formula. It also, perhaps paradoxically, evokes Krista’s drawing of a line in the sand – 
of using the weight of the crowbar to demarcate her maternal identity distinct from the imposed 
definitions and injunctions of health professionals, and to sever connections with those she 
considered had little to offer in the way of help or information. Deleuzo-Guattarian pragmatics 
therefore opens up a space of potentials, of flows and movements and the explosion of bodies 
outwards in ways that create a shrapnel-like effect of dispersion, interspersion, deterritorialisation 
and reterritorialisation, and the rhizomatic redefinition of social forms.  
The articulated, disarticulated, segmented, recombinant, exploded-then-put-back-together bodies I 
observed and that women described illustrate the kind of ‘nomad thought’ espoused by Deleuze and 
Guattari, and the diversity and complexity of body work enacted by women.  
 
Milk-production/desiring-production: bodies as desiring-machines 
Desire works within this field to bring bodies together, and to precipitate their fragmentation. As 
touched on in previous chapters, Deleuze and Guattari talk in Anti-Oedipus (1983) of ‘desiring-
machines’, and of desire as a kind of “positive productive force” that makes “assemblages coalesce 
together” but that also acts as a “destabilising force that takes an assemblage apart” (Muller & 
Schurr, 2016, p. 8). Deleuze and Guattari (1983, pp. 1-3) use the example of the infant—maternal 
breast to illustrate the proliferation of connections between machines, and the production of 
machines from those connections: 
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The breast is a machine that produces milk, and the mouth is a machine coupled to it… 
[T]here is always a flow-producing machine, and another machine connected to it that 
interrupts or draws off part of this flow (the breast—the mouth)… Every “object” 
presupposes the continuity of a flow; every flow, the fragmentation of the object (Deleuze & 
Guattari, 1983, pp. 1, 3).  
In acknowledging this primary instance of a desiring-machine, I also then posit a move beyond this 
core Deleuzo-Guattarian example to consider the greater proliferation of connections that are 
produced through women’s various body practices discussed in my research. The production and 
affect of desire is integral to the assembling and disassembling of bodies, and attention to women’s 
desires in the context of breastfeeding and maternal body work is crucial to understanding their 
body practices enacted in response to insufficiency. As Muller and Schurr (2016, p. 8) explain, 
“[d]esire/wish can be read as an expression of the link between the actual and the virtual, where the 
virtual always bears on the actual but always exceeds it at the same time”. Desiring in this context is 
the core of these assemblages, while also pushing at their boundaries. For those women who were 
told by family, friends, and health professionals that they had “gone too far” in their pursuit of 
desired breastfeeding relationships, their body practices reflect desires that express a link between 
the actuality of insufficiency and the virtuality of reconstructed sufficiency. For some women, 
desire helps to erase or push aside boundaries, whether conceptual or physical. They spoke of 
“sheer bloodymindedness” when told they could not exclusively breastfeed, and of “giving their 
right arm” or “chopping off a leg” in return for a full supply and uncomplicated breastfeeding 
experience. While such remarks are perhaps flippant and colloquial, they also articulate the primacy 
of bodies and body parts. Women reimagine an experience in which they might offer up working 
body parts and disarticulate in return for milk sufficiency. These women, driven by a desire to attain 
a breastfeeding relationship, have then gone on to engage in body practices and social interactions 
with other bodies in an attempt to fulfil that desire.  
Assemblages can also fall apart on the basis of mismatched desires, when it all becomes ‘too hard’ 
or when the stability of one aspect is threatened by the instability of other elements. This is where it 
becomes clear that “desire/wish is implicated in making the assemblage emerge and cohere… [It is] 
an active co-constituent of assemblages” (Muller & Schurr, 2016, p. 10). In women’s explication of 
their experiences of milk insufficiency and their responses to this, there are examples of how 
assemblages may cohere, but may also fall apart, based on desire: Some women persevered “despite 
everything”. Others, such as Sophie, found aspects of, for example, the supply line and at-breast 
feeding, sourcing donor milk, or continually confronting their own physical limitations, too difficult 
to sustain long term. Assemblage thinking in this context provides a means to  
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better appreciate the affective dimension of socio-material relations, seeing desire/wish not 
as an outcome of relations…but as emerging together with them. Analysing socio-material 
relations would thus mean placing a stronger focus on analysing the production and 
perpetuation of wishes (Muller & Schurr, 2016, p. 10, emphasis in original).  
 
These women desired – wished – to exclusively breastfeed their infants. The experience of 
insufficiency thus emerged together with this desire, interacting with it to produce a series of 
disarticulations and to create (re)assemblages that reflect a new kind of sufficient body.  
 
Conflicting bodies, disparate advice, and controlling fragmentation 
Women’s experiences of seeking support from health professionals also speak to the operation of 
‘nomad thought’ in this domain. Such experiences further highlight the concept of fragmentation, 
and the cohering effects of desire through a proliferation of connections between bodies, and of 
disconnections and reconnections, as well. Most women spoke of receiving conflicting advice from 
health professionals who were often dismissive of women’s desires to continue breastfeeding. As 
noted in Chapter 5, Angela was critical of hospital staff involved in her and her first baby’s post-
partum experience, saying several times that “there was so much conflicting information that I was 
being given”. In particular she was frustrated by the gaps in information and options provided:  
I needed to know right from the beginning about the SNS, and what those options were, 
because it wasn't until I was being discharged that [the nurse/hospital lactation consultant] 
then introduced the SNS. She said ‘oh, there's this thing you can use’, and by that stage 
[breastfeeding] was a disaster. 
 
Krista, too, felt ignored by health professionals while trying to establish breastfeeding with her first 
baby, reflecting on the experience by saying  
They weren’t really that interested in what I was producing [via pumping] – they just 
wanted her fed, so I didn’t get a lot of help… That whole one size fits all approach [in 
hospitals] just doesn’t work.  
 
Such dismissal fragmented women’s sense of confidence in their infant feeding decisions. Michelle 
described her experience:  
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So for example I went to a doctor to say “I’m going to get an SNS from this appointment, 
I’m going to get an SNS” because I already had knowledge of that, my mum had suggested 
it to me, I was driving over to get it and I rang the [breastfeeding support helpline] in tears 
because the doctor had told me that it would be counter-productive. I knew – I knew that it 
wouldn’t, I knew how it worked, I knew how feeding worked, I’d had a conversation with 
my mum, but because a doctor had said that it shook my confidence unbelievably and I fell 
apart.  
For Michelle, the dismissal of her intended body work precipitated a “falling apart”. This was a 
fragmentation of her psychological wellbeing, as well as a fragmentation of her physicality through 
the suggested deferral to the use of bottles rather than an at-breast supplementing device. Several 
times, Michelle described her aversion to the use of bottles. For her, the visible signs of her 
insufficiency and inability to fully breastfeed stood at odds with her desires and her history of 
successfully breastfeeding her older children. For these reasons, she chose to use an at-breast 
supplementing device as a more acceptable interpolation between herself and her baby. The supply 
line, in contrast to bottles, was therefore an acceptable and accepted fragmentation of bodies for 
Michelle.  
Women’s support-seeking behaviours and experiences of disparate advice, and other people’s 
frequent dismissal of continued breastfeeding as a desired and desirable option, speak to the 
fragmentation of bodies. They also speak to a reterritorialisation of bodies and a reassembling, as 
women attempt to sift through and untangle conflicting information and to pursue body practices 
that align with their desires around infant feeding and maternal body work. Those mothers who 
were surrounded by breastfeeding-knowledgeable, supportive family members, health 
professionals, and peer support counsellors operated in particularly complex social domains. In 
these domains, women’s milk insufficiency represented a heightened unpredictability and 
sometimes a disconnect between historical and future body practices. The maternal identities 
introduced in Chapter 2 have taken numerous lines of flight, enacting body practices within a 
Deleuzo-Guattarian “realm of potential” (Massumi, 2002, p. 20).    
The fragmentation and disarticulation of and enacted by women’s bodies, particularly in relation to 
health professionals and healthcare institutions, also reflects broader conceptualisations of 
embodiment, interembodiment and control during the processes of pregnancy, labour and birth. 
Lupton and Schmied (2013, p. 829) have recognised that despite the extensive sociological 
literature on birth,  
little sociological research has explored in detail the embodied experiences of women in the 
process of labour and birth: that is, how women perceive and experience their labouring 
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bodies and the bodies of the infants to whom they give birth… Previous work in this area 
has focused on concepts of the woman’s own body almost to the exclusion of that of the 
body that she is producing and expelling from her own during labour and birth.  
In my work I have noted women’s explorations of their experiences in the post-partum period, 
during which they made such observations and developed such understandings of their babies’ 
bodies. These constituted readings of a woman’s own and her baby’s body both together and apart, 
made in order to assess the adequacy of bodily functioning. Women posed questions of their 
embodied selves, and of maternal-infant interembodiment, looking for answers in indicators of 
sufficient milk: Are there enough wet and dirty nappies?
22
 Can I see or feel the milk letting down? 
Is my baby growing at an acceptable rate? Do my breasts look different, feel engorged, seem full? 
This questioning moved through consideration of issues such as maternal physiology, infant 
attachment and positioning at the breast, and so on through a list of bodily dysfunctions. Any of 
these dysfunctions may themselves fragment bodies and flows, causing a split in the interembodied 
experience of mother and infant. Unlike in Lupton and Schmied’s work, however, my own research 
does not pinpoint, or aim to pinpoint, a precise moment of the body splitting or fragmenting. 
Rather, I analyse a series of fragmentations, dislocations, and reconnections that characterises a 
continuous process of becoming-(breastfeeding-)woman. I discuss this process at greater length in 
Chapter 8.  
As part of their work, however, Lupton and Schmied (2013, p. 829) also discuss the differing 
conceptualisations of ‘control’ as it pertains to bodies in a birthing setting. I have drawn from this to 
consider how control operates in the domain of becoming-(breastfeeding-)woman. For some women 
and medical attendants at birth, control is about minimising all perceived risks and dangers that are 
understood as inherent in the process of birth. For other women, control is wrested through 
resistance to medical intervention and pain relief, for example. In such cases, medical involvement 
is often conceived and felt as disempowering and as a loss of control. Further, Lupton and Schmied 
(2013, p. 829) discuss the notion that  
control over childbirth is a particularly bourgeois ideal, consonant with middle-class 
women’s sense that they are able to control their bodies just as they have exerted control 
over their professional lives... Losing control challenges such women’s sense of self as 
autonomous, their mind ruling their bodies.  
                                                     
22
 “Nappies” is an Australian/British term equivalent to the north American term “diapers”.  
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This is clear in Avishai’s research that illustrates breastfeeding and other infant feeding choices as 
embedded within the notion of mothering as a ‘project’ undertaken with reference to “white middle 
class mothering standards” (Avishai, 2007, 2011). Schmied and Lupton’s (2010) work also 
identifies and discusses women’s experiences of breastfeeding and mothering in the early days and 
weeks post-birth, noting a common disconnect between women’s experiences of breastfeeding and 
their sense of control and autonomy.  
Such research highlights various examples of women’s exercise, surrender, and attempted 
reassertion of control in the domain encompassing pregnancy, birth, and infant feeding. I argue, 
however, that there is an important distinction to make here. There is a loss of control for many 
women during pregnancy, childbirth and the post-partum period that is made evident through 
comparison with the control those women possessed and exerted in pre-pregnancy domains such as 
paid employment, for example. There is another, distinct operation of control in this experiential 
domain, however, involving what women described as health professionals taking control of 
women’s bodies and body practices during pregnancy, childbirth, and the post-partum period. The 
latter imposition of external control, and women’s commensurate sense that their power had been 
undermined or stolen, was discussed by my interlocutors as variously confusing, conflicted, 
intimidating, and unwelcome. Such external, imposed control has then catalysed some of the 
fragmentation that characterises women’s infant feeding decisions and, following that, their body 
practices. The maintenance of material flows (i.e. breastmilk) between bodies therefore represents a 
reconnection between bodies that have been deterritorialised and have taken lines of flight, partly in 
response to the contradictory and problematic advice provided from within the realm of ‘State’ 
(biomedical) thought. Moving away from this, women again engage in Deleuzo-Guattarian ‘nomad 
thought’ through a concerted reconceptualisation of what bodies can do.  
 
Conclusion: The fragmented, anticipatory, lactating body  
At the intersection of breastfeeding, milk insufficiency, and milk sharing, women enact a complex 
array of body practices that work (intentionally or otherwise) to disarticulate and fragment bodies – 
their own, their babies’, and those of other women and babies. The flow of milk in this context 
enacts both fragmentation as well as reconnection. Its insufficiency or lack causes a break, but also 
precipitates a seeking out of connections with other maternal, lactating bodies. In this space, bodies 
are marked by their potentiality and capacity, and women’s experiences are characterised by 
anticipatory action, flux and flows, and the constant movement – the lines of flight – of non-static 
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bodies within “a realm of potential” (Massumi, 2002, p. 20). The unpredictability and the 
unfathomability of women’s experiences of ongoing milk insufficiency, in combination with 
women’s desires to continue breastfeeding, is itself formative of action, networks, and bodies in the 
present. Further, there is a relationship between the flow and flux of women’s body practices in 
relation to milk insufficiency with a first lactation experience, and the kinds of body preparation 
work undertaken for subsequent babies. The flow of milk and meaning reaches beyond the discrete 
mother-child dyad into future realms of potential maternal, lactating bodies.  
There is also a relationship between women’s enactment of body practices and their past and future 
experiences of pregnancy, labour, and birth. Body practices enacted in relation to breastfeeding, 
milk insufficiency, and milk sharing form part of a larger assemblage of conceptualisations and 
experiences of women regarding their bodies, particularly in the context of maternal identity work. 
In such ways, these women’s enactment of body practices relative to insufficiency is conceptually 
aligned with and evocative of Deleuze and Guattari’s ‘nomad thought’/body work. It is also situated 
in relation to ‘state thought’, which in this setting can comprise dominant, biomedical modes of 
thinking/body work. Viewed through a corporeal feminist lens, women’s bodies and body practices 
are creatively corporeal, at times radical, at various stages incongruous, and at all times fragmenting 
and connecting. This unpredictable yet productive variability exemplifies Grosz’s (1994, p. 13) 
assertion that:  
[H]uman bodies have the wonderful ability, while striving for integration and cohesion, 
organic and psychic wholeness, to also provide for and indeed produce fragmentation, 
fracturings, dislocations that orient bodies and body parts toward other bodies and body 
parts. 
The following chapter moves from discussion of these fragmenting, reconnecting bodies and 
complex assemblages into further exploration of creative corporeality. I do this through analysis of 
specific body extension work undertaken by several of the women in response to insufficiency, with 
particular reference to their use of at-breast supplementing devices. I also continue to weave in 
conceptual strands to expand on the possibilities of corporeal feminism and Deleuze and Guattari. 
In particular, I consider the concept of the Cyborg drawn from the work of Haraway (1991), and the 
trans-dualist post-constructionist feminism posited by Lam (2016), in relation to the 
(re)construction of sufficiency through creative corporeality. 
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CHAPTER 7 
Creative corporeality & body extension 
 
Challenging the body: corporeality as creative, cyborg, and radical  
Women enact body practices in ways that deterritorialise and reterritorialise; that avoid certain 
bodies and incorporate others. In the previous chapter, I explored the fragmentation and 
reassembling of bodies and material flows through the body practices enacted by women who 
continue breastfeeding alongside milk insufficiency. In some cases, the multiple, complex steps that 
women take towards reasserting sufficiency results in work that involves an extension of the body 
into a kind of cyborg corporeality.  
In this chapter, I discuss women’s enactment of creative corporeality through their use of devices 
such as at-breast supplementers, both in combination with the use of other women’s breastmilk and 
with formula. In particular I put to work Haraway’s ideas to comprehend the ways in which 
women’s body practices and use of such prosthetic devices are cyborg-like, and might work to 
dismantle dominant biomedical/healthcare modes of thinking about lactating bodies. Haraway’s 
earlier and later work (e.g. 1991; 2015; Haraway et al., 2016) also underpins my discussion of 
women’s use of visible devices such as a supply line while breastfeeding in public, and the ways in 
which this is often conceptualised as a public acknowledgement of and opportunity for education 
around insufficiency, continued breastfeeding, and the use of donor milk. I conclude the chapter 
with consideration of the complexity of women’s approaches to bodily technologies 
(‘somatechnics’) and how their creative corporeality further modifies and subverts already-
unconventional body practices. Throughout the chapter, I draw together Deleuzo-Guattarian ideas 
with corporeal feminism and the work of Haraway to explore how women’s body practices invoke 
and create additional complex assemblages that challenge the existing limits and limitations of these 
women’s bodies, and of the female maternal body more broadly. These body practices distil and 
redefine the meanings that flow onto and through breastmilk, particularly as it is encased in the 
silicone tubing of a supply line, and generate conceptual and practical repercussions. 
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Extending the body: the use of supply lines to continue at-breast feeding 
Women including Krista, Annie, Eliza, Angela, Sarah, and Steph extended the idea of varied bodies 
and complex assemblages beyond those described in earlier chapters. In particular, these women 
extended their bodies and body work through the use of an at-breast supplemental nursing system, 
also referred to by health professionals and the women themselves as a ‘supply line’, ‘SNS’, or ‘at-
breast supplementer’. This is, in design and effect, a prosthetic device, and its purpose is to deliver 
the supplement (whether donor milk or formula) from a plastic container usually hung on a lanyard 
around the mother’s neck, through fine silicone tubing taped to the breast, to the baby who is at the 
same time attached at the breast and feeding (see Figure 1). In this way, the already-complex 
logistics involved in mothers’ responses to insufficiency, including their sourcing and use of donor 
milk, are here magnified in the context of body extension through the use of the supply line. 
 
 
Figure 1: Proprietary at-breast supplementer (“supply line”) in use, shown from perspective of mother.  
Lanyard (out of view) and tape are being used. Author’s own collection, 2015. 
 
For some of the women – including Krista and Angela – the supply line has fully taken the place of 
bottles, cups, syringes, or other methods of providing a supplement. It is, as Krista describes it, like 
a “third boob”, whereby Krista maintains full-time at-breast feeding and in combination with the 
use of donor milk achieves “as normal a breastfeeding relationship as I’m going to get”. It just 
happens that the majority of the milk – one body of many involved in a complex assemblage – is 
not her own, but rather that of another mother, delivered by Krista to her baby while he is attached 
to her own breast.  
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Despite the normalising aspects of supply line use, Krista and Angela, among many of the mothers 
interviewed, also describe it as fiddly, frustrating, and at times overwhelming. Numerous women 
(including Krista, Maddie, Sophie, Annie and Michelle) said “sometimes I wanted to throw it across 
the room”. Maddie talked of the frustration seeping into other aspects of her life and household, 
repeating “it’s hard, it’s hard…” and recalling that “at one stage my husband stormed out with the 
SNS bottle and threw it in the lounge room [Maddie laughs] – it was quite stressful”. Others’ 
experiences were similar:  
It’s not the easiest thing to use, it’s very fiddly – so my relationship with the SNS wasn’t 
fantastic to begin with. (Michelle)  
At the beginning it’s so overwhelming… When I first got it, I thought ‘oh my gosh another 
thing’ after pumping, and then I wash this, then this. And for me it leaked all the time, I 
didn’t quite understand how to clip it in correctly because it’s quite fiddly in there… I was 
using [nipple] shields so I was trying to work out [how to position the supply line tubing] 
over the shield, under the shield – but then as soon as you get the hang of it and see that it’s 
working, you’re like ‘wow this thing is so easy’ and it’s saved breastfeeding for me anyway. 
(Helen)  
 
Sarah described using the supply line for 12 weeks before making a decision to transition to bottle 
feeding formula when away from her home:  
[U]sing the supply line was enough of a hindrance already. Like I felt very confined to 
staying at home, I didn’t use a supply line out in public… it was very fiddly, like the first 
while I was using it I found it really hard to use, and I’d always get help from my husband 
or my mum. 
At several points in our conversation Sarah spoke of her husband and close family members’ 
involvement in supporting her to breastfeed. The help provided with the setting up of the supply 
line and the attachment of Sarah’s newborn baby is one example in which physical and familial 
bodies connect, creating complex assemblages. These are assemblages characterised by the use of 
devices and the interpolation of other bodies in the maintenance of a breastfeeding relationship.  
Other women, including Fiona, worked to schedule supplementation with the supply line in ways 
that avoided needing to use it in public:  
I timed everything. Everything was based on local timing, and what I could do around 
feedings. She was probably [feeding] every two and a half to three hours, and I made sure I 
fed her before I went out, or in the car, to avoid it.  
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Jenny felt similarly conflicted about using the supply line in public, recognising its utility and 
advantages while also reflecting on its disadvantages and her personal feelings of ambivalence and 
embarrassment:  
It was also not the embarrassment of using the SNS or – I didn't mind that particularly – it 
was the embarrassment of getting all the tubes attached and her on without just sitting there, 
milk flying everywhere and boobs out, you know that whole discreet feeding with the SNS 
is a really tricky thing. 
 
Sophie successfully relactated for a short period of time with the aid of the supply line, before her 
baby’s breast refusal meant a return to full-time bottle feeding with donor breastmilk.  She was 
emphatic that “the whole process is insane… and emotionally draining”. The first time a lactation 
consultant suggested the supply line, Sophie’s response was immediate and negative:  
I couldn’t go there, it was just too much, like it was just too much to say “Okay, so now 
you’re going to use this supplemental nursing system that has these tubes, you’re gonna 
have to…” – it was just way too much.  
As noted, Sophie did however later go on to use a supply line, amongst other devices and strategies, 
to encourage her daughter to recommence breastfeeding for a short time. Her enactment of body 
work involving bodily extension is distinct in several ways, and highlights a number of conceptual 
departures from my analysis of other women’s experiences. For these reasons, I have woven 
Sophie’s case throughout the thesis to provide that analytical counterpoint.   
The logistics women discuss in relation to their use of supply lines are significant. Women such as 
Angela and Krista have engaged in long term use of a supply line as an integral aspect of their 
continued breastfeeding relationships with two or more children. This body work has also meant 
additional consideration of such logistics, and preparation that involves attempts to reduce some of 
the complexity inherent in supply line use. Angela recalled: “I soon learnt I wanted more 
supplement bottles so I ended up with four of them, so I could make up almost the day’s worth in 
one go.” Angela reflected on the range of often contradictory feelings she held towards the supply 
line, saying:  
Oh I get so sick of bloody cleaning them! Yeah… [but] it’s a means to an end. At the 
moment because I know [my middle child] doesn’t necessarily need it as such, I’ve – it 
frustrates me, but it’s a way of breastfeeding, because without it I wouldn’t be able to 
breastfeed. So yeah, it’s great. Like I love them. They’re fiddly and they leak and they 
annoy me and I hate cleaning them, but besides that, it’s great. 
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With her first child, Krista recognised early on that hospital staff’s support for her continued 
breastfeeding was limited. She then stockpiled hospital supplies to enable her to create a DIY 
supply line once home:  
I hoarded everything we used. I washed it and…packed it away and took it home and made 
my own. 
Many such items are identified as ‘for single use only’. Their repeated use by women in these 
circumstances reflects a strong desire to continue breastfeeding while supplementing, despite lack 
of access to support and material resources. 
Michelle was able to overlook the complicated physicalities involved in the use of the supply line, 
due to finding the supply line so much more acceptable than the use of bottles:  
There was no way that I wanted to put a bottle in her mouth. I would time my going out at 
the times that I knew I could effectively breastfeed and then be home to do the bottle before 
I got the SNS. And then when I got the SNS I was perfectly fine with feeding out, so – I sit 
here listening to myself say those things and think how ridiculous I was being, but that’s 
how it was. Made perfect sense to me at the time…  
There were lots of people who suggested that I’d gone too far, and that it was affecting my 
state of mind, and you know my biggest support people were suggesting that so – but I had 
to do it, I had to – and I was very happy to use the SNS for the rest of our breastfeeding 
relationship, until she was 2 years old, I was fine with that once I’d discovered it and 
successfully put it in place – but there was no way in this world that my baby was having a 
bottle. No way.  
Michelle’s experience speaks to the maintenance of an ongoing balance between the incorporation 
and avoidance of bodies, and the strong desire to continue at-breast feeding in cases of ongoing 
insufficiency. This delicate balance features repeatedly in women’s recounting of their 
breastfeeding experiences. Krista, for example, describes the relationship between her use of the 
supply line for her three children, and her own feelings about breastfeeding:  
I didn’t cope with [my first baby] coming home [from the hospital] on bottles – so this [the 
supply line] for me is how I cope. It’s a lot more work and a lot more effort, but I didn’t 
want to revisit bottle feeding with how I felt having to give up with her, basically because I 
didn’t have a choice, I wasn’t given a choice. 
 
Annie talks of the supply line as taking precedence over the contents of the supplement in the 
reconstruction of her breastfeeding relationship with her son. Despite her initial feelings that “any 
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breastmilk, from any breast” was optimal, and that she would “chop off her leg to fully breastfeed”, 
she came to recognise that 
[t]he milk is secondary to the relationship… that to me is being brought home from a year of 
using the SNS. The milk is nothing compared to the relationship. 
Anine did not have to fully disarticulate or surrender a limb: through her use of the supply line, she 
achieved full at-breast feeding in a way that reconstructed her maternal body and restored mother-
infant connectedness.  
This mirrors Sarah’s sentiments regarding the continuation of at-breast feeding despite needing to 
supplement her children long term:  
[It was about] accepting the fact that breastmilk wasn’t just about nourishment, that it was 
about comfort and bonding and that I gave him a lot of comfort, even if I didn’t give him a 
lot of food. 
 
The experience of Krista, Annie, Angela, Fiona, and others who have used a supply line to deliver 
other women’s breastmilk to their babies exemplifies the deterritorialisation of that milk as a body 
product, and as a body of its own as described by Deleuze and Guattari (1987, p. 101). This 
breastmilk is engaged in movement from donor mother to pump to storage to transport to freezer to 
at-breast supplementer to child, intermingling with the recipient mother’s own breastmilk at the 
point of release.  
These scenarios further challenge the extent of bodies and bodily fluids through a radical inter-
corporeality. Such inter-corporeality involves an intermingling of bodies and body practices that 
disrupts conventional notions of the mother/child dyad, and that subverts notions of insufficiency 
through reconstructed inter-subjectivity achieved with the use of prosthetics: ‘other bodies’.  
 
“Fiddly and time consuming”: health professional and social perspectives on supply 
lines   
In contrast to women’s experiences of the supply line, and their explication of the body practices 
involved, there is an oft-observed phenomenon characterised by health professionals’ avoidance and 
discouragement of at-breast supplementers. These devices are decried by health professionals as 
“too hard”, “too fiddly”, and “not sustainable”. Krista, for example, spoke at length about her 
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changing perspective and differing experiences of three hospital births. In particular, when talking 
of giving birth to her first baby and describing her difficulties in breastfeeding, and attempts to 
continue, she said “I wasn’t given a choice”. Hospital staff provided formula in bottles but 
dismissed the idea of a supply line and continued supplementing alongside breastfeeding. As noted 
above, Krista then stockpiled hospital supplies and assembled her own supply line once at home, 
using this to maintain some semblance of a breastfeeding relationship until around 5 months. With 
her two subsequent children, she was more prepared for using a supply line and donor milk, and did 
not seek early breastfeeding support from hospital staff or other health professionals such as 
maternal and child health nurses, or lactation consultants. She felt that this did not negatively 
impact her breastfeeding experience; rather, she felt her second and third breastfeeding relationships 
were more positive and sustainable, in part because of her enactment of conscious, targeted body 
practices and her strategies of avoidance.  
Angela also described her experience in hospital with her first baby. She spoke repeatedly of her 
frustration at trying to navigate a multi-layered healthcare system and of finding out only later that 
such resources as supply lines and breastfeeding-after-reduction support groups were indeed 
available:  
All the options that were available, which I’d asked multiple professionals about, no one had 
ever given me any of that information, it was just immediate formula feeding with a bottle. 
That was the only option given…As I was processing what had happened with [my first 
baby] and I’d connected with this breastfeeding after reduction group based in America, 
that’s when I found out about donor milk, found out about how people used the SNS, the 
supplementary nursing system, from the beginning. Finger feeding, all these other options 
that we could have tried, which may have meant that my supply would have had more of an 
option to kick in.  
 
This emphasises a different type of body avoidance, whereby health professionals avoid provision 
of particular information and deflect women’s desire to engage with these lactation aids. Such 
professional avoidance has significant implications for women who choose to utilise a supplementer 
longer term. It speaks to a lack of knowledgeable support for supply line users, and of no readily 
available assistance with troubleshooting. There is then also little understanding of how a mother 
might safely and effectively wean off the use of an at-breast supplementer, while continuing 
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breastfeeding if she desires, if and when this becomes an option
23
. A current (and historical) lack of 
universal access to accurate lactation information, and inconsistency in health professional 
education and subsequent advice around breastfeeding, interacts with and compounds this implied 
and overt discouragement (de Almeida, Luz, & Ued, 2015; Flaherman, Hicks, Cabana, & Lee, 
2012; Heinig et al., 2009; Radzyminski & Callister, 2015; Rosin & Zakarija-Grković, 2016; 
Thorley, 2012c; Ward & Byrne, 2011).  
Discouragement and avoidance were also evident in women’s social circles. Michelle’s family, 
friends, and health advisors conceptualised her use of an at-breast supplementer to deliver milk to 
her baby as a step “too far”. Maddie’s husband also felt she had crossed a threshold into excess and 
obsession, as evidenced by his throwing the supply line across the room. At that time, Maddie was 
also pumping almost exclusively, while attempting to overcome her baby’s increasing breast 
refusal. The pump, however, did not receive the same frustration and critique from Maddie or her 
family as did the supply line. As mentioned in Chapter 5, there is a discrepancy here. On the one 
hand, there is sociocultural acceptance and increasing encouragement of the deterritorialisation of 
milk via electric breast pump and the reterritorialisation of that milk via feeding to one’s own child 
in a bottle. On the other hand, there is a much different, often negative response experienced by 
mothers who engage in body practices which involve milk taking a line of flight via an at-breast 
supplementer. Women’s attempt to minimise bodily disarticulation through use of an at-breast 
supplementer is critiqued, while the greater degree of fragmentation and disarticulation implicated 
in pumping, storing, and bottle feeding is encouraged.  
The feed-pump-store-supplement regime and attendant body practices are sanctioned by and within 
a biomedical context and through an associated conceptualisation of breastfeeding ‘management’. 
The goals of such a management-oriented approach are nevertheless often stymied by structural and 
institutional constraints that pose barriers to exclusive and longer-term breastfeeding, as noted in the 
work of Hendaus et al. (2016), Minchin (1998), Neifert and Bunik (2013), and others. As well, 
recent comparative analysis by Tomori, Palmquist and Dowling (2016) identifies that for many 
women, breastfeeding continues to “evoke[s] physical and moral danger” (2016, p. 178) in a 
sociocultural context that impacts their intentions to continue breastfeeding, and that requires their 
use of stigma management strategies. This is a therefore a social and cultural context shaped by, 
                                                     
23
 Limited information on supply lines and weaning from supplementing is available through health and peer 
support organisations (e.g. ABA, 2013b; Royal Women's Hospital, 2015 in the Australian context). In-person 
lactation support for supply line use is extremely variable.  
123 
 
responsive to and which perpetuates a kind of ‘state thought’. Dominant biomedical modes of 
thinking about female lactating bodies and the babies they have birthed, and the feeding 
relationships that ensue, are characterised by a presumed need for monitoring, measurement, and 
interventions. The alternative scenario, involving supply lines and often also involving the 
avoidance of bottles and artificial teats, as well as infant formula in many instances, is one in which 
women persist with body practices that are considered difficult, fiddly, constraining, and “bloody-
minded”. There is a tension here, where on the one hand it is possible to conceptualise women’s 
choices in this arena as dogmatism in the service of (hoped-for) conventional breastfeeding 
relationships represented across public health literature and popular media discussions of parenting. 
On the other hand, women are also moving away from or outside of a sphere of conventional body 
practices in order to achieve these hoped-for breastfeeding relationships. As such, they are 
reflecting and engaging in a kind of ‘nomad thought’, freeing themselves from predominant modes 
of thinking about lactating bodies and the babies attached to them, and taking lines of flight that 
deterritorialise and reterritorialise their own and others bodies through the overt physical 
interpolation of the supply line.  
 
Externalising internalised insufficiency 
The supply line is a physical object that is distinct from the maternal-infant dyad. By choosing to 
use a supply line, and in particular when using it in public spaces, women are (as they describe it) 
“drawing attention” to their use of the device and to the underlying reasons for its use. In this way, 
using a supply line enacts a kind of radical (inter)corporeality which is utilised by women to 
reconstruct and maintain aspects of at-breastfeeding. At the same time, it externalises the bodily 
insufficiency that underlies these women’s experience of breastfeeding, making it obvious and 
revealing it publicly.  
For some mothers, public use of such a device is construed as inimical to their maternal identity 
formation. It is considered a threat to their already challenged mental health, or as fundamentally 
opposed to the desired ‘ease’ of feeding their babies when out and about. As mentioned above, 
Fiona spoke of her strategies for avoiding the use of the supply line or need for supplementing at all 
in public: “I timed everything… I made sure I fed her before I went out, or in the car, to avoid it.” 
Jenny referred to the logistical complexity and the embarrassment she faced: “it was the 
embarrassment of getting all the tubes attached and her… discreet feeding with the SNS is a really 
tricky thing”. 
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Figure 2: Proprietary supply line shown, partially filled with donor breastmilk. 
Photograph reproduced with permission of Studio 22 Photography, 2015. 
 
For others, however, public use of the supply line is construed as an act of education and advocacy, 
and of personal pride: Maddie talked of at-breast feeding as protecting her mental health. Michelle 
described her move from embarrassment at using any visible form of supplementing device in 
public, to being comfortable and encouraging of queries from passers-by:  
I was terrified of people wondering what was going on for me – yeah, whereas now if 
people ask a question I’m more than happy to answer it, but I’m through that sensitive stage, 
you know, directly post-partum when all your hormones are playing around, things aren’t 
working, you’ve had no sleep, you’ve got a line you’re trying to fiddle into a baby’s mouth, 
you’ve got people walking in and out of a parent room, all these things going on that are 
making you feel relatively sensitive.  
 
The visibility of breastfeeding-while-supplementing, in particular with a supply line, has as its 
counterpoint the invisibility of milk insufficiency. In this context, the externalisation of 
insufficiency or bodily loss could, but for public use of visible supplementing devices, otherwise 
remain hidden and undisclosed. This kind of conscious externalisation of insufficiency through 
public use of augmented-bodies is similar to the cyborg corporeality enacted by individuals with 
vision impairment who employ echolocation (or “blind sonar”). In such situations, the audible 
clicking noises focus attention in ways that draw attention to the aspect of (in)sufficiency being 
experienced (Brockie, 2015; Phillips, 2016). Externalised body practices, however, are enacted in 
ways that aim at redressing a bodily insufficiency, and on a creative use of bodily function. In 
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Downey’s (2016) work on neurodiversity, the externalised insufficiency of echolocation speaks to 
what these bodies can do, while also highlighting the lack of vision that has precipitated the body 
work in the first place. There is a reciprocity of sorts between the insufficient and sufficient body, 
connected via body work.  
To notice the physicality of the supply line, and to ask questions about its use and its contents (see 
Figure 2, above), is to ask questions about the mother’s bodily insufficiency, to glean information 
about her enactment of body work to counter or reconceptualise this insufficiency, and to be 
engaged in knowledges around the intercorporeality of milk sharing. The curious passer-by then 
becomes part of the public articulation of the mother’s responses to insufficiency, and her use of 
body work to enact what Michelle and Annie articulated as a form of awareness-raising. These 
interpolations and subsequent connections are reminiscent of Haraway’s Cyborg (1991), an idea 
through which Haraway advocates for the dismantling of rigid boundaries and bodies, and the 
creation of connectedness through shared (feminist and socialist) concepts and goals. The Cyborg-
like breastfeeding body is fragmented by the supply line, its insufficiency externalised and made 
public. In doing this, however, women enact body practices that challenge convention, and that 
create and are characterised by connectedness – with the body of the supply line, with the flows of 
their own and others’ milk, with their babies, with other mothers, and with the questioning stranger.  
 
“Extreme” intercorporeality and pushing the limits of bodies 
The use of the supply line is an apparent extreme situated at the ragged edge of an already-
challenging social domain. Even shorter-term use of the supply line, such as the four months 
Michelle spent using the device, is considered by many health professionals as exceptional hard 
work. Some of the women I spoke with, however, pushed at and traversed the ostensible limits of 
bodies and the sociocultural borderline to an even greater extent through their use of at-breast 
supplementers.  
When I first spoke with Angela, she was breastfeeding her second child (at that stage, 2 years old), 
and was pregnant with her third baby. At that stage she described her second child’s continued 
breastfeeding, and continued relationship with the supply line, compared to her experience with her 
first baby:  
With my first, by the time I got her I kind of felt really disconnected from her. In hospital, 
there was so much conflicting information that I was being given…No one told me about 
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how all this would impact on the breastfeeding… So I then pumped for up to 6 months, I 
think it was about, and I needed to do that just to – I had to stop on my own terms.  
Angela chose to use a supply line because she “did not want the slippery slope of bottle feeding” 
that she had experienced with her first. In this way, her experience mirrors that of Krista. She said: 
“I was just a bulldog about it.”  Also like Krista, Angela was also exceedingly well organised by the 
time her second baby arrived, including setting up and using four individual supply lines each day 
to lessen the logistical challenge.  
Angela spoke of her plans to continue breastfeeding her second child following the birth of her third 
baby, and to feed them both with the supply line if needed. ‘Tandem feeding’, in which a mother 
breastfeeds an older child alongside a new baby, brings with it a number of physical and emotional 
challenges for many breastfeeding mothers. The addition of factors including insufficiency, the 
sourcing and use of donor milk, and the introduction of the supply line, increase this complexity 
further (Bryant, 2012).  
When I spoke again to Angela, her third baby was almost 17 months old, and continued to 
breastfeed – as did her second child (by then 3.5 years old), as she had envisaged. In the initial days 
and weeks, her second child had continued to have some milk via the supply line, but Angela made 
a rapid decision to reserve the supply line solely for her newborn. This marked a significant 
separation, a distinction, between her breastfed children and the breastfeeding relationship they each 
shared with her.  
The sense of pushing one’s body, and of continuing with body work entailing creative corporeality 
through extension of the body, is evident in Steph’s experience as well. Like Michelle, Steph was 
committed to her avoidance of bottles. The interpolation of the bottle between her and her baby was 
counter-intuitive, and inimical to her conceptualisation of maternal identity. When faced with the 
need to supplement her baby, she said:  
I didn't even have a bottle - I was going to exclusively breastfeed, who needs bottles? So I 
borrowed a bottle from a friend… And I even went upstairs to my neighbour who had a 
baby four months, five months before I did… and I had her give [my] baby the bottle 
because I thought the baby would learn that she'd get a bottle from someone else, and I'm 
just for milk. 
Soon after, Steph gained access to a supply line and began using it almost exclusively, along with 
donor breastmilk, to supplement her baby. During this time, Steph encountered family, friends, and 
health professionals who regularly offered her “permission to give up”. She said:  
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I just kept thinking “I can’t not push myself, I can’t not do this, I am her mum, I’m supposed 
to be able to breast feed her, this is how I am supposed to be a mum” – and it was just so 
important to me, it was such an important mum attribute. 
 
With her second baby, Krista used the supply line exclusively to supplement. She offered this up 
during several conversations we had, emphasising that she had not once used a bottle in over 12 
months of supplementing her baby. This was her personal triumph of intercorporeality.   
The pushing of physical and emotional limits evident in women’s experiences and body practices 
evokes the Deleuzo-Guattarian idea of the borderline. These women are engaging in a form of 
cyborg corporeality that positions them at a ragged, often radical and sometimes radicalising edge 
of the social domain. Some of these women push even closer towards and across this borderline, 
further fragmenting the maternal body.  
 
Supplementing subverted: modifying the already-extended body 
In another kind of subversive move in relation to these body practices, women take the act of bodily 
extension and then in many cases turn their focus on the supply line itself, modifying it to fit their 
own individual bodies and those of their babies.  
The lanyard of the supply line (provided as standard equipment with proprietary setups) is spoken 
of as annoying, restrictive and, at its worst, as a noose. It is often one of the first elements of the 
supply line to be altered or removed altogether. Women instead hold the bottle in one hand, or tuck 
it into clothing, under bra straps, or beneath chins (see Figures 3 and 4, below). Watching Annie set 
up her supply line, it struck me that she did so with barely a glance at the device itself – after 
months of using it multiple times daily to supplement her son, she could deftly fill the bottle, 
reattach the valve caps, tubing and collar, then tuck it out of the way under her clothes, wait as her 
son started feeding, and position and insert the tubing, all while drinking her own coffee, discussing 
her perspective on breastfeeding support in hospital settings, and momentarily breaking down while 
recalling the emotional ebb-and-flow of her early breastfeeding relationship. The supply line for 
Annie had shifted from a physically separate extension of the body, to an almost-incorporated 
aspect of it. The flow of milk had created and reinforced a connection that underpinned a complex 
corporeality, at first fragmented but now reassembled. It had therefore been incorporated as a 
seamless aspect of Annie’s infant feeding relationship.  
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Other adjustments and variations applied by women using the supply line include ‘the snorkel’: One 
of the silicone tubes is taped to the bottle rather than the breast, and then used to carefully adjust the 
milk flow by releasing the vacuum that builds inside the bottle. Skin reactions to the paper tape are 
common and so women figure out other ways to hold the tubing in place. Krista, for example, 
would prepare the supply line, holding the tube in her mouth and then inserting it as her baby fed. 
Angela explained how milk is often given cold straight from the fridge, rather than warm, so that 
health recommendations regarding disposal of already-warmed breastmilk can be circumvented. 
Such variations and workarounds feature heavily in discussions amongst supply line users, both in 
person and online
24
.  
 
    
Figures 3 and 4: Supply line in use, without lanyard or adhesive tape. The bottle is tucked under clothing.  
Photographs reproduced with permission of Studio 22 Photography, 2015. 
 
This highly individualised, instinctive approach, and the unconventional use of already 
unconventional bodies, contrasts with the desire of many women for a ‘medical specialty’ about 
breastfeeding and specifically the issue of lactation failure. There is a desire to, as Annie and Sarah 
both commented, “have a test available”, to have someone present a suite of diagnostic tools and 
subsequently, a treatment or cure.  There is a distinct trend in online and face-to-face support 
settings when women ask for specific assistance regarding milk supply, supplementing, and supply 
line use, to question them: “Have you checked in with your lactation consultant?”. Deferral to 
medical authority is very much evident.  
                                                     
24
 As noted in Chapter 2, the majority of my research data has been gleaned from in-person interactions with 
women. The use of data from online discussion forums did not differ markedly from in-person data, and 
therefore it was unnecessary to extend my data collection into this kind of ‘virtual ethnography’.  
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On the one hand, then, women are explicitly and implicitly challenging dominant modes of thinking 
about female, lactating bodies. They are extending and modifying their bodily presence in ways that 
are thoroughly unconventional, adjusting and reconfiguring the devices used for supplementing and 
subtly circumventing health recommendations to manage some of the increased logistical 
complexities encountered. On the other hand, they are often engaged in body work that speaks to a 
kind of conventionality. While wide-ranging and exhaustingly comprehensive, for many women 
such body work also revolves around mainstream health care practitioners, models of testing and 
diagnosis, lactation management, and reliance on proprietary medical-type devices that externalise 
and reinforce notions of personalised, physiological failure. In Chapter 8, I consider the meanings 
and implications of these incongruities in more detail.  
 
Bodily extension with a difference: trading somatechnics for milk 
The concept of pushing back against accepted ideas of insufficiency and reclaiming a sense of 
maternal identity leads back to Sophie. Her experience, already explored in detail in chapter 5, 
sheds a different light on body practices enacted at the intersection of breastfeeding, milk 
insufficiency, and milk sharing. As such, I again focus on Sophie’s case to consider its analytical 
implications.  
In the early days and weeks of her first baby’s life, Sophie had a similar experience to Krista. She 
had envisaged breastfeeding working, and was shocked when it did not. After meeting with a 
lactation consultant and being told she likely had a condition called Insufficient Glandular Tissue, 
Sophie went on to engage in body practices that mirror the time- and resource-intensive work 
undertaken by the other women I interviewed. However, in Sophie’s case, she chose early on to 
disengage from the somatechnics of the supply line and in so doing also moved away from sating 
her desire for an at-breast feeding relationship. Instead, she pursued donor breastmilk and provided 
this milk to her baby via bottles. When I spoke with Sophie, she expressed commitment to sourcing 
other women’s breastmilk for as long as was feasible. This was a commitment to a different kind of 
(inter)corporeality marked by a series of complex assemblages, and the interpolation of bottles and 
other women’s milk.  
Here Sophie is doing something deemed strange, non-normative, even radical. However, it takes a 
very different bodily form to the body practices of women who refuse to use bottles, and instead 
rely on the supply line to deliver milk to their babies. Nonetheless, Sophie’s story is one that 
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demonstrates the multiplicity of the body, and the resistance that emerges from (inter)corporeality. 
This is resistance to societal and biomedical pressures to give up, and underpins a subversion of 
conventional modes of thinking about women’s bodies and breasts and breastmilk, and what 
breast(milk)feeding might mean. Sophie and other women like her enact body practices which also 
work to position them outside of normative risk and safety discourses, while at the same time 
drawing on these discourses to discuss and justify their decision making. Once again, these women 
occupy positions at the ragged edge of the social domain, creating cyborg-like assemblages through 
connectivity with other women’s bodily insufficiency and body practices, and simultaneously 
referencing and rejecting dominant discourses. Sophie in particular made a conscious choice to 
trade in somatechnics, such as the supply line, for access to human breastmilk in large volumes. 
This is a trade-off between differing body practices, and works to prevent the ‘wild destratification’ 
that might put a body at risk (Deleuze & Guattari, 1987, p. 186). Sophie is picking and choosing her 
body practices in response to reclaim a sense of sufficiency, and in so doing is taking lines of flight 
that subvert “any opposition between the one and the multiple” (Deleuze & Guattari, 1987, p. 179).  
 
Cyborg corporeality and prosthetic additions to the breastfeeding body  
The use of an at-breast supplementer to deliver milk to one’s baby enacts body extension in a form 
of cyborg corporeality, as referenced above. The concept of the Cyborg is embedded in the history 
of feminist theorisation of women’s body practices. Haraway’s early work (1987) in particular 
imagined a new socialist feminism, and through the idea of the Cyborg called for women to develop 
a kind of identification with other women through the intermediary and neo-creative force of 
technology, and through recognition of shared experience despite there being no inherent shared 
experiential aspects to being female. Lam (2015, p. 54) notes that Haraway’s Cyborg Manifesto has 
informed third wave feminism’s ‘post-natural-body’ perspective, underpinned by the notion that 
technology is power and has potential therefore to redress inequality through the dismantling of 
physical and conceptual boundaries. Radical feminists have, however, taken issue with the idea that 
reproductive technologies (for example) are tools of liberation. Rather, reproductive technologies in 
particular are conceptualised as “tools of patriarchal control over female sexuality/reproduction and 
nature” (Lam, 2015, p. 53). In this conceptual context, women’s use of supply lines is situated at an 
uncomfortable intersection. At this intersection, women use what is in effect a biomedical device as 
a means of post-natural boundary crossing. While such body practices liberate them from the 
boundaries imposed by bodily insufficiency, these practices also connect them to a particular idea 
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of maternal role success and the biomedical supports implicated in their attainment of that. The 
supply line also occupies a visible/invisible position – sometimes proudly displayed, but then also 
key to women’s attempts to erase boundaries between themselves as breastfeeding bodies and their 
children as breastfed babies, without such an explicit interpolation of devices (e.g. a bottle) or the 
made-obvious use of other women’s milk.  
I argue here that while Haraway’s more recent work (2015; Haraway et al., 2016) marks a departure 
from her earlier analysis in A Cyborg Manifesto (1991), her new lens of the Chthulucene retains the 
broader notion of cyborg connectivity in important ways. In the Chthulucene epoch, as distinct from 
the more common Anthropocene, speculative feminism is situated relative to the assembling of 
bodies in ways that are not biologically determined, but which are still overdetermined by 
biological necessity and the continued survival of humans alongside other species. I discuss this 
shift in Haraway’s work, and its relevance to my analysis, in more detail throughout Chapter 9.  
Lupton (2014, p. 1355) also references Haraway’s work with respect to digital health technologies 
and embodiment, putting to use the idea of a new “digital cyborg assemblage [that] moves on from 
the more static concept of the cyborg”  and discussing the ways in which digital assemblages might 
“comprise new forms of embodiment” (Lupton, 2014, p. 1355). While Lupton’s recent work 
focuses on the specific world of digital devices, there are parallels with breastfeeding women’s use 
of supply lines in terms of how these devices are integrated with human bodies and with body work. 
In particular, Lupton (2014, p. 1355) notes that:  
As prosthetic technologies, digital devices extend the capacities of the body by supplying 
data that can then be used to display the body’s limits and capabilities and allow users to 
employ these data to work upon themselves and present themselves in certain ways.   
By refocusing the ideas of self-surveillance and the individualisation of responsibility for health 
outcomes onto the women who were a part of my research, it is possible to see the supply line in a 
similar light: they are prosthetic devices designed to extend the (already limited) capacities of the 
body. They do not supply ‘data’ in the sense discussed by Lupton. However, supply lines provide a 
feedback mechanism for the mother through the visibility of the supplement, the measurability of 
the amount, the ability to gauge the speed and ‘efficiency’ at which a baby drinks, and other 
indicators. These items of feedback, like digital health technologies discussed by Lupton (2014, p. 
1355), “display the body’s limits and capabilities” and allow supply line users to “employ these 
[indicators] to work upon themselves and present themselves in certain ways”.  
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Manderson’s work on reconstruction following bodily loss, and the role of prosthetics in this, 
reinforces this relationship between conscious reconstructive body practices, and the experience of 
bodily insufficiency. Bodily lack and radical changes to physicality – for example, mastectomy 
(Manderson & Stirling, 2007) – are catalysts for a conscious (re)conceptualising of bodies. As well, 
such changes prompt a (re)contextualising of bodies in ways that challenge prevailing norms around 
such bodily lack and broadly-perceived insufficiency (Manderson, 2011; Warren & Manderson, 
2013). With reference to this work, the body practices enacted by those mothers who chose to use a 
supply line can be understood as a reconstructive or re-constitutive practice that, through the 
introduction of another body (the supply line), seeks to reconceptualise the breastfeeding-while-
insufficient maternal body.  
The use of the supply line as a form of prosthesis suggests a further interrogation of how women 
view and use their bodies and body parts in the context of breastfeeding; namely, whether the use of 
a prosthetic device is a means of making up for (perceived or actual) deficiencies, or whether it is 
being used in an aspirational way in the pursuit of socioculturally inscribed ‘normality’. These are 
questions more often posed in relation to prostheses used by individuals following surgical removal 
of body parts, with mastectomy being a particular focus of the work of Manderson (e.g. 1999; 
Manderson & Stirling, 2007) and Crompvoets (2003, 2012). However, such questions are also 
relevant to an understanding of these women’s body practices. I argue that women are knowingly 
using the supply line in both of these respects: It is used to counter insufficiency through 
reconstruction of bodily function, and reconstitution of emotional/psychological wellbeing. It is also 
used by women to aspire to a mode of mothering and infant feeding that they hold to be of inherent 
value, and that requires a kind of ‘superhuman’ effort to enact.  
Here the kinds of body practices enacted may position women at a kind of borderline of the social 
domain, relative to the normative body practices seen there. At the same time, however, women’s 
conceptualisations regarding their maternal identity and roles can be seen as normative. In 
particular, it raises the question of whether the use of a supply line is a form of post-natural 
boundary crossing that implicates cyborg corporeality and acknowledgement of a different form of 
breastfeeding, or whether through the interpolation of the supply line women are seeking to (as 
much as possible) erase or obscure their milk insufficiency altogether. I have discussed this tension 
above, and I will argue in Chapter 8 that the Deleuzo-Guattarian idea and corporeal feminist 
rendering of becoming- entails both of these.  
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Conclusion: Cyborg (corpo)reality, and piecing together sufficiency via (supply) lines 
of flight 
Lam (2015, p. 113), in relation to post-constructionist feminism, comments that:  
Bodies are material; that is, products of complex biosocial processes which are neither 
simply nor primarily a biological fact, nor are they purely socially constructed artefacts. 
Meanings are attributed to bodies, and bodies come to reflect those meanings. 
Further, bodies entail a “paradoxical continuum of vulnerability and power” (Lam, 2015, p. 117). 
The women I spoke with and observed enacted body practices, and used their bodies, in ways that 
pushed back against prevailing representations and treatment of the female, maternal, lactating 
body. However they also remained vulnerable, desiring of a medical specialist who could diagnose 
and cure their bodily insufficiency. They pursued the long-term use of supply lines to maintain at-
breast feeding as a core connection between themselves and their babies, but this connection was 
characterised by the interpolation of and connection via the supply line itself. It was a kind of 
fragmentation, a break in the flow. In a physical sense, there is a strangeness, too, in the 
juxtaposition of the hard edges of the supply line and of milk delivered cold for maternal 
convenience rather than a baby’s comfort, against the dominant notion of soft warm breasts and 
flowing milk. These challenge the conventional ideas of warmth, cosiness, and nurture bound up 
with predominant modes of thinking about maternal bodies.  
The edges of this sociocultural domain are not clean-cut. Rather, they are ragged, permeable, and 
changeable through body work. The body practices enacted by these women exemplify the 
“orientation of bodies and body parts toward other bodies and body parts” (Grosz, 1994, p. 13) 
characteristic of a corporeal feminist imagining of the body and its fragmenting and reassembling. 
As noted in earlier chapters, and in my introduction to maternal identities in chapter 2, many of 
these women were already positioned within families defined by generations of breastfeeding 
support and advocacy, cross-nursing and milk donation experiences, and an implicit and explicit 
acceptance of how babies are fed. Despite these histories and sociocultural contexts, women spoke 
of being “blind-sided” and “shocked” when they encountered breastfeeding challenges. Within 
family and social circles, their enactment of body work in response to these challenges and to 
bodily insufficiency was itself met with bafflement as to the cause of such bodily insufficiency, and 
concern that the continuation of non-normative body practices such as supply line use was 
problematic and harmful. Histories and sociocultural context can therefore give a false sense of 
what those bodies are capable of, and what might be expected of those bodies in challenging 
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situations. Bodies and body practices are thus better imagined in terms of their unpredictability and 
potential, and by their multiplicity. Women’s bodies move and fragment throughout this social 
field, forming a myriad of assemblages and containing and expressing diverse desires in the space 
between the virtual and actual. The potential of these bodies is in their multiplicity, and their 
constant flows and flux, through which women are getting at various forms of reconstructed 
sufficiency and resistance to dominant modes of thinking about female lactating bodies.  
In the following chapter I explore this process of becoming-(breastfeeding-)woman, and of forming 
maternal identity in relation to infant feeding. In doing so, I recognise that this space and process 
are not clearly delineated or stable in definition. Women appreciate and use their bodies in varied 
ways, situating themselves relative to a borderline (to borrow from Deleuze and Guattari) which is 
malleable, moveable, challengeable, and changeable. The seeming incongruity of body practices 
further benefits from a (re)conceptualisation undertaken using a Deleuzo-Guattarian and corporeal 
feminist frame that conceives of becoming-(breastfeeding-)woman as a “labyrinthine process” 
(Grosz 1994:181). This process and attendant body practices involves resistance and subversion, 
and at the same time embodies dominant notions of dependence on biomedical knowledges and 
medical(ised) devices. In Chapter 9 I further discuss this intersection of body practices and 
conceptual frames, and reflect on how the complex body work enacted by women in response to 
insufficiency may also result in a reterritorialisation of lactating bodies in ways that (re)incorporate 
biomedical discourses of bodily failure.  
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CHAPTER 8 
Becoming-(breastfeeding-)woman, and bodies that push back 
 
Becoming-(breastfeeding-)woman: creative/destructive; unsettled/unsettling  
Breastfeeding is an intrinsically corporeal act, and as seen in the previous chapters, it is creatively 
so. This creative corporeality, particularly as it is enacted in response to bodily insufficiency, entails 
the expansion and movement of the body and body parts towards other bodies and body part. It 
involves the reterritorialisation of the milk-producing body through engagement with milk donors 
and the use of other women’s milk. It incorporates the use of material and social prostheses, and the 
fragmentation and reassembling of maternal bodies and identities formed out of these body 
practices.  
As I have highlighted in the preceding analysis, women’s bodies and body practices are also sites of 
contestation over meaning, use, connections, identity, and affect. Alongside this external 
contestation, incongruities and contradictions are apparent in women’s own body work and 
experiences. There is an acceptance of ongoing insufficiency, but a resistance to this through 
enactment of particular body practices. Women reject conventional corporeality and modes of 
thinking about women’s bodies, but also express a desire for medical answers to challenges that 
they understand to be physiological. Milk flows connect bodies, but women use supplementing 
devices in ways that interpolate, disembody and deterritorialise.  
In this chapter, I return to the empirical strands of my work to focus on how women’s enactment of 
body practices and processes moves them toward (and sometimes away from) the Deleuzian 
moment of “becoming-” as it is implicated in the process of becoming-(breastfeeding-)woman. I 
describe a number of the selective, contradictory, and incongruous body practices and readings of 
bodies enacted by women at the intersection of breastfeeding, milk insufficiency, and milk sharing. 
I also explore the affinities and tensions between the ‘always-becoming’ of Deleuze and Guattari’s 
work, and the concept of liminality, with reference to body work and maternal identity and the 
sociocultural positioning of body practices in the context of motherhood-as-project. In this chapter, 
therefore, I use the Deleuzo-Guattarian concept of becoming- as a means of analysing the 
incongruities internalised and enacted through women’s body practices. By using this idea of 
becoming- as an unsettling, decentring act, I view the data through a lens that brings into focus the 
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incorporation of incongruities, and the pushing of body and sociocultural boundaries. By doing so, I 
comprehend these as central to the complex assembling, disassembling and reassembling 
undertaken in the process(es) of moving towards becoming-(breastfeeding-)woman.  
 
“I almost negotiated with myself that everything was okay”: Selectivity in body 
practices and the reading of bodies  
The certainty and confidence with which many women began their maternal journey dissipates as 
ongoing milk insufficiency becomes apparent. It is a fraying or splintering of maternal confidence 
and identity, challenging aspects of motherhood that are so interwoven with breastfeeding and the 
anticipated production of copious milk flows. Women’s prenatal certainty and initial post-partum 
confidence, seen in Chapter 4, thus come to sit alongside a series of contradictions and 
incongruities. In recounting their experiences of body practices enacted in response to insufficiency, 
women demonstrated a selectivity in their reading of bodies (their own and others’). Related to this, 
women also enacted deliberate selectivity and at times conscious self-censoring of body practices. 
These forms of selectivity are indicative of the often fraught process through which women 
conceptualise their own and their babies’ bodies and health, and the bodies and health status of 
other women and babies.   
Many women talked about the reinterpretation and selective reading of one’s own and also others’ 
bodies and physicality to reimagine those bodies and related (in)sufficiency. For example, Michelle 
reflected:  
I wanted it to work, I wanted to be able to breastfeed, so I almost negotiated with myself that 
everything was okay. 
Such selectivity was also grounded in Michelle’s experience within a family of midwives and 
breastfeeding peer counsellors and advocates.  
Similarly, Jenny talked about being enabled in her denial by others:  
[There were] people who haven't seen her, saying she's probably just a naturally small baby. 
And then on the other hand, I'm going out and people are going wow, how old is she? 8 
weeks? She looks like a newborn!... I was in complete denial – complete denial – because I 
just really wanted to breastfeed her. 
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These “others” offered Jenny opinions and advice through online forums and social media. She felt 
justified in limiting supplement amounts with her first child, particularly due to regular contact with 
her paediatrician:  
He was saying – look she's growing, she's growing slowly, it's okay, it's not a problem at 
this stage, so we can just do the one bottle in the evening. So there was nobody who had any 
real education about things like frequent feeding or anything like that, I mean, I was told that 
and doing it as best I could, but I didn't get any real support in that sort of mechanical sense.  
 
Steph also spoke of her conflicting experiences with ostensibly supportive health professionals, 
family, and peer counsellors, and the constant negotiation she undertook with herself in relation to 
her own and her baby’s body:  
I never noticed because I wasn't looking for it… I feel like I was really poorly prepared to 
see signs of not getting enough milk. I was told just to trust my body, and that everything 
was going to be fine. And during this whole time I was in contact with my peer counsellor at 
the WIC office and I was going in for weight checks there as well as the doctors' office, so 
there were a lot of people involved, a lot of people helping me out, but yeah – it was kind of 
difficult to tell when the diapers were fully wet. But she was always pooping fairly regularly 
so I thought that that was okay - but it was so marginal… 
So it was just very confusing, because I felt like everyone was telling me that it was very 
very rare not to make enough milk, so it was all good, and I was trying to pump as well. And 
I never got more than [30mL] pumping, combined from both breasts, and I was also told that 
that was not an indicator so don't worry about that. 
This marginality of which Steph spoke is reflected in other women’s experiences, and their 
description of body practices they acknowledged as sitting at a kind of marginal borderline of 
assessment between sufficient and insufficient milk.  
As previously noted, Sarah, coming from a family with long-standing connections to breastfeeding 
support and advocacy, encountered family members’ doubt that anything was “really wrong”. After 
almost 3 months of breastfeeding concurrent with supplementing and the initiation of varied body 
work in attempts to redress her milk insufficiency, Sarah described her family’s perspective 
beginning to shift:  
[My mother] is so pro-breastfeeding, this was a big wake-up call for her… because she had 
been one of those midwives and – you know, really a mega-advocate for breastfeeding who 
was like “if you want to breastfeed, you can. If women say they don’t have enough milk, 
that’s not true. Everyone can get enough milk if they try”. So she had been one of those 
people. And I was one of those people, so for her and even my family – a few of my cousins 
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and my aunty – it was like a whole wake-up call to see that you could really not have 
enough milk, and not have a letdown, and not have your milk come in.  
 
Eliza, with a similar family background, was caught between accepting her breastfeeding 
relationship as a “different normal”, and continuing to question her body and taking steps to engage 
in radical intercorporeality in response to its insufficiency: 
[S]he was feeding, like non-stop feeding, but I didn’t think anything of it because people 
were like ‘babies feed all the time… they breastfeed all the time, all they do is feed and 
sleep’. But see she would feed for 45 minutes plus, then it would be 15 minutes of not 
feeding, and she’d be asleep in my arms for 15 minutes and then she would be feeding again 
– it was seriously – you know 24 feeds in a day, it was literally constant. But I still didn’t 
really think anything of it, because it’s all I hear – well, things that I wanted to listen to, 
about not wanting to give them a routine… that’s what mum said to me, ‘babies want to 
feed, feed them when they want to feed’… that’s what you’re told. So I didn’t think – it was 
certainly feeding more than I thought, but it was feeding constantly, so you can’t get much 
more [often] than that. 
 
Eliza’s experience and interpretation of her body work also mirrors that of other informants in an 
additional respect. Eliza, and other women, were unconvinced of the ongoing nature of their milk 
insufficiency, and so continued with body work “just until” things improved. Eliza describes her 
selective reading of bodies, and her consequent approach to feeding and supplementing, in the first 
weeks and months of her daughter’s life: 
[S]he needs to have top-ups because she needs to be gaining weight – and we didn’t want to 
be using a bottle because we were like, well we need to top up but it was never really – it 
was just a top up until I could exclusively breastfeed again, you know?  It was never about 
“oh I don’t have a full supply, so I need to [supplement]” … [I] was still doing everything to 
[attain a full milk supply and exclusively breastfeed]. (Eliza) 
 
Steph, as well, discussed a three month-long process of coming to terms with the unresolved and 
irresolvable nature of her milk insufficiency:  
Before about three months, I would say “Oh, you know, we only need a little bit more, I’m 
sure my supply will go up, this is just temporary… I just need a little bit to get by” – and 
then once we got to three months I was like “Okay, no, this is a long term thing”.  
Steph went on to source and use donor breastmilk to supplement her baby for just over twelve 
months. In this way, she continued to enact body practices in the kind of marginal/ised, borderline 
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way referenced previously. She maintained a supplementing regime with a supply line and donor 
milk, but also continued seeking answers that might help her to redress her milk insufficiency and 
attain a different degree of bodily function.  
Krista’s third child and third experience with chronic insufficiency and breastfeeding concurrent 
with supplementing also involved additional complications, including the diagnosis and treatment 
of oral anatomy issues. Despite this extensive experience, it nonetheless took her “a lot longer to 
realise just how skinny he was, compared to everyone else [at that age]”. Krista acknowledged:   
With [my second baby] I purposefully avoided weighing – with [my third baby]… I was 
planning on the same thing… [my husband] mentioned once ‘oh I think he’s looking a bit 
skinny’ before we went back the second time. Then when we went back as soon as the 
lactation consultant saw him she said ‘I want to weigh him’, and she doesn’t weigh babies. 
She knew just looking at him…   
He’s your little baby, it didn’t occur to me that he wasn’t chubbing up, I thought that would 
happen and with everything else going on it wasn’t a priority in my head because I wasn’t 
focused on weight. After that I became focused on weight out of necessity, but until then it 
didn’t really register. I mean [my husband] mentioned that he thought he was skinny and 
after that I went ‘oh yeah, okay, maybe he’s not gaining enough weight’. (Krista)  
 
Several other mothers also spoke about “not seeing” that their babies were not gaining weight at a 
rate considered acceptable or healthy by health professionals or when plotted against growth charts 
produced by peak bodies such as the World Health Organization. Others used scales to weigh wet 
nappies as a calculated measure designed to convince themselves of sufficient milk production and 
intake. All of the women spoke of feeling enabled in these practices by well-meaning comments 
from family, friends, health professionals, and relative strangers in online environments.  
Breastfeeding alongside insufficiency can be seen to constitute a creative corporeal act that in many 
cases challenges notions of what those maternal lactating bodies can – or cannot – do. As seen here, 
however, there is also a common experience whereby women acknowledge selectively reading their 
own bodies, other women’s bodies, and the bodies of their own and others’ babies. Women 
reflected on and understood this selectivity in retrospect (during recollection at interview, for 
example), acknowledging it as a means of downplaying or obfuscating signs of insufficiency. In 
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some cases it also functioned as a way of avoiding particular labels such as “failure to thrive”25, and 
in others as a direct response to health professionals’ or others’ injunctions to “not worry”.  
As well, several women sought to step away from or outside of a medicalised domain, and 
distanced themselves from various health professionals including general practitioners, midwives, 
paediatricians, and child health nurses. At several points throughout our discussions, Angela 
articulated a critique of hospital maternity contexts and its impact on her birth plans for her second 
and third babies:  
I didn’t want to birth in hospital for numerous reasons, but one being that, as well, just 
getting caught in the system… I know I’m going to have a much better chance of 
maximising my [breastfeeding] success at home, than being in that [hospital] environment. 
So yeah, if I can avoid going to hospital or being near hospital, that is one of the reasons, is 
breastfeeding… 
I don’t think the information we’re given in most hospitals is geared towards breastfeeding. 
It’s almost like they’re just dealing with whatever little issue is there, and if you happen to 
survive and be able to breastfeed successfully, then you seem to be lucky. If you come out 
of the hospital system here, fully breastfeeding, it’s a very rare occurrence. Everyone seems 
to be being supplemented and topped up – it’s like we’ve moved away from normal feeding 
behaviour – like, an acceptance of normal feeding behaviour – to everyone’s broken, and no 
one can feed, and that really frustrates me being a person who can’t feed, because I look at 
so many of my friends, and I go, I know it’s like less than five percent of the population 
can’t make a full supply, and the rest are secondary issues – like, true issues. Like these 
women, the way they’ve birthed, or the fact they supplemented on the second day cos they 
didn’t have enough milk – like your milk isn’t even [in] – babies are meant to feed 24/7 for 
those first few days. 
The establishment of distance was, Angela indicated, to avoid a gaze she felt did not comprehend or 
support normal maternal and infant physiology. Angela understood this gaze to be placing her 
breastfeeding relationship at risk. Women’s selectivity in their reading of bodies, and in the 
positioning and repositioning of their own bodies within the social domain of infant feeding, 
reflects a series of different conceptualisations of the female, maternal, lactating body and the infant 
connected with that body. These paradigms are also themselves rhizomatic, at times interconnected 
                                                     
25
 While some of the women described their babies losing significant amounts of weight after birth and/or 
struggling to regain/gain weight during the first few weeks and months of life, none of the babies 
experienced any short- or apparent longer-term health issues related to this weight loss and all of the babies 
went on to regain weight and grow to a normal trajectory once underlying issues were addressed. Wider data 
sets relating to short- and long-term health outcomes of breastfed babies in situations where mothers 
experience genuine milk insufficiency are difficult if not impossible to access in the literature, hospital 
records, or elsewhere. This is partly because these studies have not been undertaken, and partly because 
some women do not engage with institutionalised healthcare settings and thereby remove themselves from 
potential research participant/data samples.  
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but also fragmented and fragmenting. Medicalised modes of thinking in particular often work 
(intentionally or otherwise) to disarticulate the mother-infant breastfeeding dyad. Angela, as noted 
above, was critical of hospital-based models of maternity care and breastfeeding support, and opted 
out of a hospital birth for her second and third pregnancies. However, Angela equally recognised 
the individualised, appropriate care provided by a hospital lactation consultant. The trajectory to 
achieving the unconventionality of continued breastfeeding despite insufficiency therefore required 
incorporation of a range of mechanisms, including quite conventional ones.  
Further, the externalisation of causality and the obfuscation of bodily signs of insufficiency 
highlight the incongruity of this process whereby the maternal body is turned both inwards and 
outwards. Women seek invisibility from conventional healthcare systems while also seeking 
external, medical validation of their breastfeeding challenges. They attempt to reduce or erase 
mother-infant boundaries through use of a supply line, while also advocating for its public use and 
normalisation. They resist labels such as ‘failure to thrive’, while pursuing medical tests, diagnoses 
and treatment relating to insufficiency. Neither Annie nor Michelle wanted to engage with others’ 
observations that their babies and breastfeeding relationships were not thriving, but both also 
lamented that there was not a “doctor who specialised in lactation”. Sarah’s post-partum experience 
was one surrounded by peer breastfeeding support and advocacy, and yet she too spent considerable 
effort and resources in obtaining biomedical acknowledgement of her insufficiency through testing 
and diagnosis.  
These movements also highlight the conceptual and practical challenges inherent in diagnosing 
primary milk insufficiency. It is a condition that is ‘invisible’, and identified only by (lack of) effect 
and by elimination of all other possible problematic body states in mother and infant. This 
invisible/visible, internal/external, sufficient/insufficient pairing is itself Deleuzian, with Grosz 
(2005b, p. 9) explaining that: 
Deleuze, following Bergson, proliferates dualisms, not because the world or the real is 
readily divisible into binarized pairs but because each of these pairs – mind and matter, 
space and duration…territorialization and deterritorialization, man and woman and so on – 
is the expression of a single force…that is best expressed by one of these terms, the one 
most commonly suppressed by rational thought in its self-development, the one that 
nevertheless conceptually underpins the other. This one term…is not that to which the other 
is reducible, but is the underlying principle or condition of the other, its secret depth or 
complication. 
This relationship of difference-but-connection is evident in women’s body practices and 
experiences at the intersection of breastfeeding, milk insufficiency, and milk sharing. The “secret 
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depth” to the experiences and body practices implicated in ongoing low milk supply is, for example, 
evident in the ways mothers at times conceptualised bodily sufficiency-via-insufficiency. They 
avoided labels and ignored indicators, emphasising sufficiency as primary, but nevertheless still 
referenced insufficiency constantly. They did this in their (re)assembling of a maternal identity and 
body practices centred around ‘not giving up’ in their quest to reassert sufficiency through 
continued at-breast, breastmilk feeding. Insufficiency is not reducible to or erasable by sufficiency; 
rather, it is the “secret depth” to these women’s construction of a maternal body.  
For some mothers, the invisibility and amorphology of insufficiency/sufficiency also results in a 
self-diagnosis which appears to contribute to a kind of self-fulfilling prophecy of failure: their 
understanding of their bodily insufficiency shapes their body practices, and their body practices 
come to shape their maternal identity and self-concept via a new form of reconstructed sufficiency. 
For others, the invisibility of insufficiency contributes to the kind of “self-delusion” discussed by 
Jenny, allowing a self-belief that bodily dysfunction might not be as significant as first feared, or 
that it may resolve over time, or that it does not exist at all. For mothers such as Stephanie, there 
can exist a belief that the resolution of feeding issues is imminent. When this is not the eventual 
outcome, the experience can become one of bodies in a kind of liminal space.  
 
Bodies in liminal space: separation, transition, and subversive incorporation  
As a prominent organising concept in much sociological and anthropological literature, liminality 
has been put to work to think about bodies and persons in different life and transformative stages. It 
certainly makes sense to contemplate pregnancy and breastfeeding within a frame provided by 
liminality, and this is reflected in particular in the work of Mahon-Daley and Andrews (2002). 
These authors draw on the stages of separation, transition, and incorporation described in literature 
on “rites of passage”, and in so doing have sought to understand the practice and performance of 
breastfeeding as “somewhat liminal” (Mahon-Daley & Andrews, 2002, p. 64). Breastfeeding is 
analysed as being situated at a time during which many women encounter difficulties, struggles, or 
crisis (perceived or actual insufficiency being one such example), and work through a number of 
stages with the aim of transition and incorporation as socially whole, following a period of 
partitioning. In particular, Mahon-Daley and Andrews identify similarities between women’s 
experiences of breastfeeding, and their intentional withdrawal from public spaces and visibility 
during pregnancy, for example, in order to avoid unsolicited, unwanted advice and attempts at 
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control over their bodies. Following this, women re-emerge and are incorporated as socially whole 
beings.  
Like Mahon-Daley and Andrews, I have found it compelling to think about breastfeeding alongside 
insufficiency in terms of liminality, and have noted the conceptual relatedness of liminality and the 
Deleuzian notion of becoming-. Women’s physical stepping away from public spaces and 
institutions might, for example, be read in the movement and body practices of women such as 
Krista and Angela. In their second and subsequent pregnancies, both chose to distance – separate – 
their own and their infant’s bodies from biomedical models and institutions, in order to avoid 
unwanted scrutiny, monitoring, judgement, and intervention which might undermine their 
breastfeeding, supplementing, and milk sharing practices.  
The distancing and exclusion of bodies, and their movement towards incorporation into new social 
groupings, might also be interpreted in terms of the movement of women through the separation—
transition—incorporation stages implicated in the processes described by Mahon-Daley and 
Andrews (2002). In some ways women separate themselves from conventional models of care, 
health professionals, and contexts involving family and friends. They may be excluded from social 
contexts that cater for exclusive breastfeeding, or exclusive formula and bottle feeding, and in this 
way they occupy a challenging, perhaps ‘liminal’ space.  
Body practices such as milk sharing, supply line prostheses, and long-term supplementing are also 
characteristic of women “walking the line” (as Fiona terms it) between exclusive at-breastfeeding 
and formula/bottle feeding. This balancing between worlds is suggestive of a liminal state, during 
which women who continue breastfeeding alongside ongoing milk sharing at times obfuscate or 
misrepresent their actions in health care settings to avoid scrutiny of their bodies and decisions. The 
emergence of social media and face-to-face support groups for women who are breastfeeding 
alongside ongoing milk insufficiency, and of networks for the facilitation of breastmilk sharing, 
also demonstrates the emergence of opportunities for the reincorporation of women into (new) 
social domains that embrace unconventional modes of infant feeding and related body practices.  
However, while it makes some sense to consider breastfeeding in terms of liminality when viewed 
in these ways, my specific reading of women’s experiences of and responses to insufficiency 
disrupts the classical notion of liminality. The constant movement and disarticulations of bodies in 
this space foreshadows a Deleuzo-Guattarian becoming- as an always-in-flux process, moving 
bodies toward, across, and sometimes away from the borderline. When viewed through the lens of 
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corporeal feminism, in particular, it is apparent that there is no standardised, discrete, neat version 
of ‘becoming-(breastfeeding-)woman’, nor of moving through and beyond this imagined liminality 
or liminal stage. Rather, (always-)becoming is individual, complex, and fraught, and involves 
multiple non-normative moralities that are recognised and analysed in various, sometimes 
contradictory, ways by the women themselves.  
This disarticulation and rearticulation of bodies, with the eventual aim of incorporation, therefore 
may be understood with reference to elements of the conceptual frame provided by liminality. 
However, I argue here that the tension of internalised multiplicities is better understood through the 
Deleuzo-Guattarian movement of becoming- as a constant process without a necessary finality or 
definition. Their conceptual frame and corporeal feminism’s later interpretation provides shape and 
specificity to my analysis of women’s body practices, and in particular is reflected in a range of 
contradictions and incongruencies that I discuss below.  
 
“This is how I am supposed to be a mum”: defiant body practices, internalised 
contradictions, and pushing back 
All of these women have made what is an unanticipated move from the conventional mother-child 
intercorporeality of breastfeeding, to the enactment of less conventional practices between and 
involving numerous bodies – in other words, an unconventional inter-corporeality. These 
experiences speak to a commonly-expressed mismatch between expectations and reality within the 
realm of pregnancy, birth, breastfeeding and parenting more broadly. However, the shift from 
conventional to unconventional intercorporeality also speaks to the informants’ unwillingness to 
yield to frequent exhortations by family, friends, and health professionals to “give up”. In Krista’s 
words:  
Giving up would have been worse for my mental health than continuing on. I didn’t want 
permission to give up… I wanted support to continue doing what I was doing.  
 
Steph similarly encountered gentle encouragement and ostensible support in the form of 
“permission-giving” from health professionals who told her: “You are doing more than a lot of our 
other [mothers who] would give up at this point and just bottle feed, and you’re really pushing 
yourself”. Steph described her reaction to this encouragement to stop:  
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I just kept thinking “I can’t not push myself, I can’t not do this, I am her mum, I’m supposed 
to be able to breastfeed her, this is how I am supposed to be a mum” – and it was just so 
important to me, it was such an important mum attribute. 
 
Michelle was also adamant in her approach to continued breastfeeding while working to overcome 
her daughter’s oral anatomy issues and her own dwindling supply:  
There were lots of people who suggested that I’d gone too far, and that it was affecting my 
state of mind, and you know my biggest support people were suggesting that so – but I had 
to do it, I had to – and I was very happy to use the [at-breast supplementer] for the rest of 
our breastfeeding relationship, until she was 2 years old. 
 
This steadfast refusal to ‘give up’ breastfeeding or ‘give in’ to health professionals’ injunctions 
implicates, in these women’s experiences, a move beyond the body practices normalised by health 
professionals, support organisations, family, and friends. Subsequent body practices, undertaken at 
the intersection of breastfeeding and women’s burgeoning understanding of their ongoing 
insufficiency, thus reflect a kind of radicalised and radicalising series of experiences in the context 
of mothering identity work. These complex, varied, and creatively corporeal practices push at the 
conceived limits of ‘what bodies can do’, defying and outright challenging predominant modes of 
thinking about the capabilities of maternal, lactating bodies. The deterritorialisation and 
reterritorialisation of fragmented and reassembled bodies in these cases presents a type of resistance 
to ‘state thought’, as articulated by Deleuze and Guattari (1987, p. 419): women are enacting body 
practices which challenge the predominant approach of fully weaning one’s baby when faced with 
(perceived or actual) insufficient milk.  
Women’s selective readings of bodies, and the contradictory and incongruous body practices that 
ensue, sit alongside this resistance – and do so quite comfortably. Incongruity here is not inimical to 
women’s (re)construction of a maternal breastfeeding conceptualisation of self. Rather, the sense of 
challenging biomedical assumptions while also incorporating biomedical devices, prescription 
medications, and tests, is underpinned by confidence and pride for many women. Their response to 
insufficiency may be marked by fragmentation, disarticulation, and contradictions, but the 
recombinatorial aspects of their becoming- also feature heavily in their recounting of their 
experiences. Women’s continuation of at-breast feeding and eventual movement to breastfeeding 
without supplementing is offered as evidence of the positive affective, moral, and physiological 
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outcomes produced through their body practices, despite earlier missteps and concerns regarding 
their babies’ growth and development.  
 
Grief not guilt; loss not shame: comprehending emotional and physical labour  
Throughout their recounting of varied experiences of breastfeeding, milk insufficiency, and milk 
sharing, women also articulated their enactment of a diverse range of emotional and physical 
labour. While discussion of the emotions associated with body work undertaken in relation to infant 
feeding has not been primary in my research, it has nonetheless emerged at various points. 
Presentation of my research at conferences and workshops has also tended to prompt audience 
questions that focus on the imposition and/or maternal feelings of guilt in particular. For example:  
Society puts so much pressure on women to breastfeed, and then makes them feel guilty 
when they can’t – do you think this is why women are putting their babies at risk by pushing 
themselves to breastfeed despite insufficiency? (6 November 2014, anonymous).  
This kind of questioning illustrates the construction and use of ‘guilt’ as one means to depart from 
women’s own articulation of bodily insufficiency and reconstructed sufficiency. It challenges or 
even makes invisible women’s conscious, considered enactment of body practices and their active 
repositioning within the social domain, by instead invoking the language of risk, danger, and 
maternal morality.   
In contrast, the most commonly discussed emotional aspect of breastfeeding alongside ongoing 
insufficiency was a sense of grief, loss, and disconnection between mother and baby. Sophie spoke 
at different times about the “grief of insufficiency”, while Sarah spoke of being “devastated”. 
Angela was “frustrated and annoyed” at how her third breastfeeding relationship had proceeded. 
Jenny, Angela, and Fiona all discussed feelings of detachment, disconnection, and not feeling as 
though they had bonded with their babies as well as they had envisaged they would. Of critical 
importance, however, not one of the women spoke of guilt or shame in relation to their bodies, their 
body practices, or their experiences of breastfeeding. This may again reflect women’s conscious 
selectivity, this time in terms of how they conceptualise their emotional labour relative to infant 
feeding and continued breastfeeding in particular. Women’s articulation of their feelings also sits in 
contrast to the broader sociocultural context of discussions around infant feeding. As Taylor and 
Wallace (2012) point out, public health promotion of breastfeeding is often seen to create an 
environment in which women who do not breastfeed are ‘made to feel guilty’ (e.g. Barston, 2012), 
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and attempts at structural change such as the Baby Friendly Hospital Initiative are criticised in 
popular media for being exclusionary and dogmatic (e.g. Freedman, 2012; Sparrow, 2012). In this 
context, women are then negotiating the construction of a maternal identity in ways that are 
experienced as morally risky (Williams, Donaghue, & Kurz, 2013).  
In contrast to this conceptualisation, women in my study pointed out – often repeatedly, with 
obvious concern to make this perspective clear – that while they grieved for an unrealised idea 
exclusive breastfeeding, they did not feel guilty (nor said they were ‘made to’ feel guilty) for the 
choices made nor the body practices enacted. Rather, for these women, enacting body practices that 
sustained a breastfeeding relationship was a means by which they could restore a sense of 
sufficiency relative to this grief and loss. They were aware, too, of systemic issues and structural 
constraints that impacted their breastfeeding experiences, and used this awareness to move their 
focus away from individual blame and instead towards the failings of the broader sociocultural 
domain. Women here focus on the physicality of breastfeeding alongside insufficiency, and reflect 
on bodies and body practices that are challenged yet challenging, malleable yet resisting normative 
conceptualisations. My research therefore highlights the ways in which women and women’s bodies 
speak for themselves, responding to Grosz (1994) and Bartlett’s (2005) call for a corporeal feminist 
perspective. In particular, giving space to women’s body practices highlights the differing personal 
interpretations of what disembodied milk and interpolated feeding devices mean for mothers 
undertaking body work in relation to insufficiency. Women’s exploration of these body practices 
throughout our discussions, and even their willingness to volunteer for involvement in the research 
in the first place, exemplifies the alignment of specific forms of emotional labour undertaken by 
women alongside the physical labour required of their responses to insufficiency.   
 
Notes on the always unfinished practice of becoming-(breastfeeding-)woman  
Reflecting on these body practices from a Deleuzo-Guattarian frame entails consideration of the 
problematic of ‘becoming-’ as an unsettling, decentring act. Becoming- is a “way of dismantling” 
and of calling into question the “coagulations, rigidifications, and impositions required by 
[dominant]…power relations” (Grosz, 1994, p. 176). Grosz is talking here of ‘becoming-woman’ 
and its relation to patriarchal power relations, however the concept is translatable to the body work 
enacted by women at the intersection of breastfeeding, bodily insufficiency, and milk sharing. At 
this intersection, becoming-breastfeeding-mother is a never-quite-becoming, involving body work 
and practices that can initially reflect but ultimately call into question the modes of thought, 
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expectations and conceptualisations required of dominant power relations. This is particularly true 
of the conceptualisations imposed by a medicalised frame of reference, but also by other 
predominant sociocultural notions of the female, lactating body and breastfeeding relationships 
evident in popular media and beyond. At times, this becoming-breastfeeding-mother involves what 
Jenny described as a kind of “self-delusion”, what Michelle remarked felt like a “negotiation with 
yourself”, and what Krista talked about as a process of “justifying to myself” that her breastfeeding 
experience was closer to normal than, in reality, it was. 
There is a normative context and conceptualisation of female bodies, of maternal bodies, and of 
mothering and of infant feeding. I have discussed these normative contexts and ideas at length 
elsewhere in this thesis. It can be seen through a number of these women’s experiences and body 
practices that they have internalised such normative sociocultural conceptualisations. This 
internalisation has occurred via mechanisms such as family histories and involvement in 
breastfeeding support, and a personal understanding of breastfeeding as both ‘natural’ and as 
integral to maternal identity work. This is “how they are supposed to be mums”. Women have also 
internalised and then enacted body work in relation to a dominant conceptualisation of female 
bodies as problematic and as prone to failure. In resisting diagnosis of insufficiency by enacting 
body work explicitly counterposed to it, women also acknowledge and make real this insufficiency. 
Body practices in response to insufficiency therefore mark a stepping away from normative 
conceptualisations, but not a total disarticulation, with women still retaining many normative ideas 
regarding female, maternal bodies. Body work to counter insufficiency simultaneously validates it 
as a conceptualisation of the partially-working-not-working aspirational body-in-flux. This partial 
disarticulation exemplifies a movement towards and also away from the borderline, and as such 
these women represent the ‘anomalous’ of Deleuze and Guattari’s thought (Deleuze & Guattari, 
1987, pp. 284-286). 
Enacting body practices to enable continued breastfeeding alongside insufficiency also requires that 
women are already situated or positioned in a non-normative dimension of the sociocultural 
domain, because most women do not look to continue breastfeeding in cases where ‘low supply’ is 
mentioned as a potential issue, as evidenced by the breastfeeding cessation patterns worldwide 
discussed in Chapter 1.  There is thus a push and pull here, involving a range of ideas of bodies, and 
of body practices. These ideas, however, are neither singularly normative nor radical. They are 
neither only perpetuating the status quo, nor are they only resisting a medical gaze. At times, they 
do both. This is the crux of becoming- as a “labyrinthine process” of connections and 
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disarticulations (Grosz, 1994, p. 178), and here the Deleuzo-Guattarian concept of becoming- works 
as a means of tying these analytical strands together through reference to becoming-(breastfeeding-
)woman. As previously mentioned, there is not a single leap to becoming-(breastfeeding-)woman, 
but a series of differently sized and shaped steps. In the processes of becoming-, there exists an 
apparent disjuncture between women resisting medicalised knowledge while also seeking it, and 
between them challenging biomedical paradigms while also returning to explore embodiment 
within and relative to those paradigms. Such a disjuncture is, however, a critical element of the 
deterritorialisation and reterritorialisation of women’s bodies, and the lines of flight taken in this 
process of disarticulation and reorientation.  
Contradiction, selectivity and incongruities are therefore acceptable, even crucial, in the context of 
becoming-(breastfeeding-)woman. Detours, ostensible missteps, and partial disarticulations such as 
those discussed throughout this thesis are fundamental to the fragmenting and reconnecting of 
bodies in complex assemblages. The push and pull of these selective readings of bodies, juxtaposed 
against women’s certainty and single-minded focus and body work, creates a kind of mostly 
productive friction: experiential, and analytical. This friction reflects and also gives rise to the 
movement of bodies, their flow into and out of other spaces and bodies, and the movement of 
meaning across and through and onto bodies. 
Contradictions and incongruities also throw into stark relief the ragged edge of the social domain 
within which these women enact body practices. It is clear from wide ranging research that 
sociocultural and demographic positioning shapes women’s infant feeding expectations, 
preparation, experiences and responses to challenges encountered (Lupton, 2000; Schmied & 
Lupton, 2010; Shaw, 2004a). The incongruities of women’s body practices at the intersection of 
breastfeeding, milk insufficiency and milk sharing, and their encounters with a liminal-esque space, 
thus collide with the broader sociocultural context shaped by what Avishai (2007, 2011) has termed 
“white middle class mothering standards”. Avishai’s findings focus on women who identify with a 
particular sociodemographic group (“white middle class”), and highlight their application of a kind 
of project-oriented approach to breastfeeding: they have goals, indicators, contingencies, action 
plans, charts, lists, and resources. These are observed by Avishai as being informed and influenced 
by a range of “white middle class mothering standards”. The internalisation, application and effects 
of such “standards” are also observed by Faircloth (2009, 2011a, 2011b) whose research with small 
groups of breastfeeding mothers in the UK reflects a similar type of sociodemographic 
boundedness, and a similar adherence to ‘attachment parenting’ ideals and practices. However, 
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Faircloth notes several times that, while her research focuses on a group that is situated at the 
figurative margins of infant feeding and parenting practices in the UK, there is clear applicability of 
the research findings in theoretical, conceptual and practical contexts beyond the scope of this study 
sample.  In the sociocultural context discussed by Faircloth, maternal identities and moralities are 
enacted through and reflected in bodies and body practices that include modes of infant feeding, and 
particularly extended or ‘natural term’ breastfeeding (often as one aspect of an attachment parenting 
approach) (Faircloth, 2009, 2011b, 2015). This evokes conventional conceptual relationships such 
as mother—nature, female—nurturing, good mother—natural mother. On the one hand, these 
women are enacting (relatively radical) body practices that help to position them favourably with 
respect to the idea of breastfeeding-as-biological-norm. Their body work also positions them 
favourably with respect to ‘white middle class mothering standards’ that in many contexts put forth 
breastfeeding as inherently ‘good’ in a moral, physiological/biological, social, and psychological 
sense. 
However, while encountering bodily insufficiency, these women do not encounter a related 
discourse or suite of body practices which would help them to approach becoming-(breastfeeding-) 
woman through body work. Nor are they able to readily access understandings of how to amend 
body work to suit their specific circumstances. There is no easy-to-read guide, no 10 Step Process 
to Body Practices for the Insufficient Breastfeeder, and little if any support from health 
professionals. Instead, the continued enactment of these internalised maternal moralities through 
specific body practices is itself compromised by other, normative sociocultural conceptualisations. 
Such conceptualisations are embedded in and perpetuated by the very systems and contexts that 
women encounter and interact with before and after birth. Women have therefore internalised and 
enacted through body work an idea of ‘breastfeeding woman as mother’ – a particular positioning in 
the social domain – which they pursue even in the face of milk insufficiency. However, they have 
also internalised and enacted through body work an idea of ‘the breastfeeding body as inherently 
failing’. This discourse and the field of social positioning remain, despite the other discourse of 
‘breastfeeding as biological norm’ taking root and branching out through women’s body work. 
Incongruous and contradictory bodies therefore reflect the incongruities and contradictions of the 
sociocultural domains in which they operate. Taking a line of flight, deterritorialising the female 
lactating body, and moving from one area of the social domain does not necessarily result in a soft 
landing, nor an easy reterritorialisation into a comfortably-fitting social positioning elsewhere. This, 
then, is the continuous process of becoming-, through which women’s entanglement with the 
complexities of the social field reflect the kind of “immersive connectedness” that Muecke (in 
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Gelder, 2005) discusses in his Deleuze-framed work with Australian Aboriginal people. Muecke 
views Aboriginal people as “immersed in country: bodies and landscape…flow back and forth into 
one another” (Gelder, 2005). Through “movement, vigour, immediacy, connectedness, 
metamorphosis and ‘becoming’” (Gelder, 2005), so too women are immersed in a social field 
defined through bodily function and dysfunction, and through both the internalisation and the 
physicality of incongruities. Here, bodies and milk flow back and forth into one another, carrying 
and dispersing and reassembling meaning.  
Deleuze and Guattari discuss Spinoza’s approach, in particular, emphasising that within a domain 
of social interactions: 
there are always elements that do not arrive on time, or arrive after everything is over; thus it 
is necessary to pass through fog, to cross voids, to have lead times and delays, which are 
themselves part of the plane of immanence. Even failures are part of the plane. We must try 
to conceive of this world in which a single fixed plane…[is a] plane of consistency peopled 
by anonymous matter, by infinite bits of impalpable matter entering into varying 
connections (Deleuze & Guattari, 1987, p. 298, emphasis mine).  
Even failures are part of the plane. The plane requires these missteps and problematic elements as 
much as it requires those elements that seem perfect and unblemished.   
In their discussion of becoming, Deleuze and Guattari devote significant space to conceptualising 
the process of human-becoming-animal. They mention that this type of becoming is often perceived 
as impossible (Deleuze & Guattari, 1987, p. 294). The parallels here are important: the perceived 
impossibility of “human becoming-animal” mirrors a biomedical orthodoxy which perceives an 
impossibility of “women becoming-breastfeeding-mother” in cases of insufficient milk. Those 
women who enact body practices to assert a maternal identity incorporating continued breastfeeding 
alongside continued milk insufficiency therefore move toward and across the borderline – they are 
the ‘anomalous’, the outliers, who push against and may potentially redefine those ragged edges of 
the social domain.  
This also touches on Shapiro’s (2015) work regarding bodily technologies – “somatechnics” – and 
their implication in the bi-directionality of body work and identity (p.174-5, 177). A shift in identity 
can instigate a change in a body, but body work or a change to a body can also impact and shape 
identity. This is true of my research, where women talked spoke of their pregnancies and births and 
described how a shift in identity to a maternal identity also led to a range of body practices and 
embodied work. As well, a shift from perceived conventional corporeality in the post-partum period 
instigated a shift in how women perceived their maternal identities and in turn affected subsequent 
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shifts in how they used their bodies and somatechnics, and enacted body work. A shift from 
perceived conventional corporeality in the post-partum period instigated a shift in how Krista, 
Angela, and Annie, for example, perceived their maternal identities and their thinking about 
mothering. Rather than producing socially normative, fully weaned bodies however, this 
precipitated an unconventional move towards the use of somatechnics – in their case, the supply 
line – to both reclaim an accepted maternal identity and also challenge insufficiency through body 
work. These are at once socially normative and counter-hegemonic bodies.  
My research also fits within a broader discussion of feminist theory and in particular analyses of 
New Reproductive Technologies (NRTs), and speaks to the idea that such technologies might at 
once enable but also undermine women’s control over their bodies and body practices. This tension 
is seen in the use of technologies in ways that both “reinforce the separation between sex and 
reproduction which many feminists believe provides women greater control over their bodies, yet 
are a part of another moment that threatens their reproductive autonomy” (Lam, 2015, p. 22). While 
the women I spoke with and observed as part of my research were not using NRTs, they were 
nonetheless using maternal-body-related technologies such as supply lines. The tension between the 
enabling and undermining effects of those expanded-body practices was at times obvious. Some of 
the contradictions and incongruities I have discussed above speak to this tension in particular: On 
the one hand, women sought to embrace a maternal identity more fully through enacting body 
practices such as milk sharing, allowing them to attain a breastfeeding relationship and breast-milk 
feeding that they felt incapable of achieving alone, but which underpinned their idea of “being a 
mum”. Breastfeeding and the broader maternal experience are understood as ‘natural’, positive, 
instinctive, and corporeal in this sense. On the other hand, most of the women also sought medical 
and scientific legitimation, diagnosis, and/or treatment for their milk supply issues, and several of 
the women talked of wishing there were a specialist lactation doctor or scientist who would 
discover a way to “fix the problem”. In this domain, medical science is both spurned as inimical to 
the maternal body and identity work being undertaken, and is also sought as a refuge or as an 
avenue for solving physiological issues on the same path to becoming-(breastfeeding-)woman.  
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Conclusion: Radical and/or pragmatic bodies  
As I have identified in the foregoing chapters, breastfeeding one’s child – that which is 
conceptualised as normal, natural, morally appropriate – collides in this particular space with body 
practices that are conceptualised as problematic, questionable, and morally risky. It is a space in 
which non-normative body practices and maternal moralities are explored, negotiated, and defended 
by these women. It involves a move from conventional to unconventional inter-corporeality which 
is accompanied by a shift in women’s discourses around their own bodies. This shift in many ways 
subverts predominant conceptualisations of the maternal, lactating body.  
Women therefore enact body practices in response to insufficiency in ways that not only position 
and reposition them within the social domain, but that disarticulate and reassemble bodies and body 
parts through reorientation toward sufficient bodies and somatechnics, and toward a sufficiency and 
the experience of at-breast feeding. I argue here that these women represent the Deleuzo-Guattarian 
‘anomalous’ – they approach (or are already situated at) the borderline, the very edge of the 
established social domain, and further challenge this borderline through their body work. Women’s 
body practices are therefore simultaneously about alignment and resistance. They are both 
normative and non-normative, both fitting and misfitting, on an unpredictable trajectory towards 
(but never fully) becoming-breastfeeding-woman. The constant movement itself comes to define the 
experience of breastfeeding for these women, and the multiplicity of bodies engenders resistance to 
predominant modes of thinking about those bodies.  
In the following chapter I move from the above assemblage of empirical data within the frame of 
becoming-, to create a conceptual exegesis that provides for articulation between the research data 
and the intertwined conceptual perspectives presented. I reincorporate aspects of Deleuzo-
Guattarian thinking, in particular the situating of nomad and State thought, and weave these 
together with Grosz’s (1994, 2010a) work on corporeal feminism, and the postconstructionist, new 
materialist feminism detailed by Lam (2015). I again reference Haraway’s concepts of the Cyborg 
(1991) and, more recently, the Chthulucene (2015, Haraway et al. 2016), to comprehend women’s 
body practices in terms of their potential to enact a maternal power through a challenge to 
sociocultural normativity. I am therefore moving from a body of analysis, through the data’s 
articulation with the fragmented and reassembled theoretical and conceptual frames, towards giving 
my research data and conceptual perspectives an interconnected mutually-constituted form. This 
rhizomatic form enables appreciation of what bodies do, and why they matter.   
154 
 
CHAPTER 9 
Why do bodies matter?: the expanding and recombinatorial rhizome 
 
The theoretical rhizome  
In the foregoing chapters I began with beginnings, and have then worked to create a rhizome-like 
body of work that follows women’s expanding, fragmenting, recombinatorial bodies. In the 
preceding chapter, I drew together the empirical strands of the research to understand how women’s 
experiences and body practices position and reposition them relative to the intersection of 
breastfeeding, milk insufficiency, and milk sharing. As examined in that chapter, such positionings, 
assemblages, deterritorialisations and reterritorialisations entail multiple lines of flight. Together 
these comprise an approach to and a pushing of boundaries on the path to becoming-(breastfeeding-
)woman. Women’s body practices in this context can mark them as outliers who are challenging the 
borders of the sociocultural context in which they are situated.  
In this chapter, I want to put the concept of boundary-pushing to work again – this time, to bring 
together the theoretical and conceptual strands woven throughout the thesis, and discuss how a 
comprehension of women’s body practices and experiences has enabled a kind of pulling-in of and 
a pushing-back against Deleuzo-Guattarian and corporeal feminist frames. There is a need to 
undertake a series of conceptual disarticulations and to reform reassemblages as a way of arriving at 
a cogent response to several core considerations; namely, Why do bodies matter? Why does it 
matter what women do with their bodies? With the bodies of other women, and with their babies? 
With silicone tubes and insulated cooler bags full of small plastic bags containing bodily 
substances? And how do these women’s body practices and experiences help to (re)conceptualise 
the use of and also push back against theoretical frames including corporeal feminism and Deleuzo-
Guattarian thought?  
In addressing those questions, I again reference Lam’s (2015) discussion of postconstructionist 
feminism and standpoint theory, as well as Haraway’s (1991, 2015; Haraway et al. 2016) writings. 
My work has explored and juxtaposed the conventional and the unconventional in terms of 
women’s bodies and body practices. My conceptual discussion here also juxtaposes, fragments, and 
pieces back together conceptual/theoretical frames. This then is evocative of the boundary crossing, 
the body contemplation, and the body practices that lie at the heart of Deleuzo-Guattarian thinking, 
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as well as that of Haraway, Grosz, and Lam. There are commonalities between these modes of 
thinking, but also points of productive tension between theoretical perspectives. By recognising 
this, I discuss conceptual possibilities in addition to corporeal feminism, while reincorporating 
consideration of Grosz’s original work within this frame. This chapter thus provides a rounding out 
of the theoretical groundwork that underpins my thesis and enables me to address my core research 
question: How do women enact and experience body practices at the intersection of breastfeeding, 
milk insufficiency, and milk sharing?  
 
Observing desire and affect, and paying ethnographic attention to the microprocesses 
of bodies   
A frame assembled from Deleuze and Guattari’s ideas encourages specific ethnographic attention to 
the particularities and microprocesses of and between bodies, and a reconceptualisation of bodies as 
existing in and comprising a realm of potential: as disarticulated, recombinatorial, and unbounded. 
In their discussion of Deleuzo-Guattarian ideas, Biehl and Locke (2010) emphasise the usefulness 
of such a theoretical frame to ethnographic and anthropological analysis. They note that in their 
own anthropological work they  
read Deleuze together with our ethnographic cases in order to reassert the symbiotic 
relationship between close empirical engagement with people (through fieldwork) and 
theoretical innovation in anthropology (Biehl & Locke, 2010, p. 319).  
The authors suggest that Deleuze “opens up paths to allowing [people] their due value and force 
within the core of anthropological work” (Biehl & Locke, 2010, p. 319). Putting Deleuzo-
Guattarian ideas of bodies, of the Body without Organs, or deterritorialisation and 
reterritorialisation and lines of flight to work in anthropological context helps to move analysis of 
ethnographic data beyond the idea of the “body as bounded”, as Palsson (2016) indicates. It instead 
moves it to a place where boundaries are not so much erased but traversed, shifted, and challenged, 
and where subjectivities are flattened. Further, Palsson’s (2016, p. 113) suggestion that the social 
sciences must move “beyond the dualism of natural essence and cultural constructions” reflects 
Lam’s post-constructionist, new materialist discussion of reproductive technologies, and reinforces 
the non-dualist, integrative and feminist approach put forward by Van Esterik (1989, 1994) and 
Blum (1993) in relation to breastfeeding research. This involves, namely, a move beyond the 
wholly biological essentialist vs. wholly socially constructivist thinking about the body, about 
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women’s bodies, and about sex and gender, and rather seeking to understand bodies as both 
constructed and constructive, responsive and reflective, but also resistant and challenging.  
This is what I have aimed to achieve in this work: to closely follow the selectivities and 
contradictions inherent in these women’s experiences and body practices, analysing these as 
legitimate rather than out of place, and seeing them as part of a divergent-and-also-reconvergent, 
fragmented-and-also-recombinatorial path towards becoming-(breastfeeding-)woman. As noted 
several times in my work, a perspective informed by Deleuze and Guattari’s ideas, and by Grosz 
and corporeal feminism, implores us to consider and conceive of bodies in terms of what they can 
do. As Deleuze and Parnet (2002, p. 60) note,  
Bodies are defined not by their genus and species, nor by their origins and functions, but by 
what they can do, the affects they are capable of, in passion as in action.  
Bodies matter – these women’s bodies matter – because “[b]eyond the borderline, multiplicity 
changes nature” (Deleuze & Guattari, 1987, p. 286). While here Deleuze and Guattari are talking of 
becoming-animal, the ideas developed can move us toward a conceptualisation of breastfeeding 
mothers as enacting body practices which work to position them within a social domain – a 
grouping, or ‘pack’ – comprised of maternal identities, and mother-child breastfeeding dyads. In 
this conceptualisation, women are not immediately breastfeeding-mother because they have 
breastfed a baby. Rather, they are engaged in a continuous becoming-, in which the Breastfeeding-
Mother:  
is neither an individual nor a genus; [s]he is the borderline, and I have to [reconfigure her] to 
get at the pack as a whole, to reach the pack as a whole and pass beyond it…(Deleuze & 
Guattari, 1987, p. 286).  
 
In Chapters 1 and 3, I developed a picture of the sociocultural domain in which these women reside. 
This domain, evident throughout my analysis chapters, is one characterised by “white middle class 
mothering standards” (Avishai, 2007, 2011) alongside the fraught internal contradictions and 
contestations of early motherhood (Schmied & Lupton, 2001, 2010). It is also, however, 
characterised by the proliferation of normative infant feeding behaviours involving bottles, formula, 
and standardised feeding intervals, and by dominant conceptualisations of failing, risky, 
compromised lactating bodies. Those women who contributed to my research have entered into this 
social milieu, internalising aspects of it that have then served to undermine or splinter their sense of 
maternal self. These women have also repositioned themselves in relation to the sociocultural 
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domain by enacting body practices that are non-normative, resisting predominant 
conceptualisations. Women’s body practices are thus characterised by fraught internal 
contradictions and contestations in the context of mother-infant inter-embodiment.  
Desire is also embedded in the body practices and connectedness enacted by women. Ethnographic 
analysis and attention to the microprocesses of bodies draws in and works in concert with the 
Deleuzo-Guattarian concept of desire by encouraging consideration of 
the powers and potentials of desire (both creative and destructive), the ways in which social 
fields ceaselessly leak and transform (power and knowledge notwithstanding), and the in-
between, plastic, and ever-unfinished nature of a life… Through close attention to people 
moving through broken institutions and infrastructures in the making and with careful 
observation always complicating the a priori assumptions of universalizing theory, 
ethnographic work can make public the constellations through which life chances are 
foreclosed and highlight the ways desires can break open alternative pathways (Biehl & 
Locke, 2010, p. 318).  
Other conceptual and theoretical perspectives on breastfeeding have tended to produce analyses 
focused on women’s self-efficacy, maternal and health professional perceptions, language in 
biomedical contexts, and the role of social, economic and institutional support mechanisms. Desire 
as a productive force is missing from these accounts. As indicated in the above explanation, desire, 
and the ethnographic observation and analysis of affect as the evidence of desire, are mutually 
significant. Together they speak to the analytical power of a Deleuzo-Guattarian frame, in particular 
pointing to their value in appreciating the complex flux and flow of bodies, body parts, and body 
practices within social domains. A comprehension of desire within an ethnographic frame helps to 
show us that “new intersections of technology, interpersonal relations, desire, and imagination can 
sometimes, against all odds, propel unexpected futures” (Biehl & Locke, 2010, p. 318) These 
women did not foresee their future complex and complicated breastfeeding relationships – they 
were, in Emily’s words, “blind-sided”. They have nonetheless enacted various body practices to 
attain a positioning within the social domain that was acceptable to them. Desire here both conjoins 
and breaks apart flows of milk, and of meaning.  
Deleuze and Guattari, via a reading of Grosz and her work on corporeal feminism, thus help to 
reconceptualise these incongruous bodies and body practices. No longer binary, determined, and 
defined, rather they are able to be 
theorized in terms of the microprocesses, a myriad of intensities and flows… [T]he body, as 
the realm of affectivity, is the site or sites of multiple struggles, ambiguously positioned in 
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the reproduction of social habits, requirements, and regulations and in all sorts of production 
of unexpected and unpredictable linkages (Grosz, 1994, p. 181).  
A post-constructionist, Deleuzo-Guattarian perspective does not mean an absence of human detail, 
an erasure of human experience in favour of a focus on machinic assemblages and technologies or 
the monolith of a theoretical frame. Rather, Deleuzo-Guattarian pragmatics, informed by the 
methodological perspective of anthropological ethnography, aids in microanalysis. It helps to 
ensure attention to complex interactions and the constant to-and-fro of the social world, in all its 
physical, intersubjective, conceptual messiness. As Fong (2010, pp. 338-339) asserts, in concert 
with the thick description and ethnographic specificity of sociocultural anthropology Deleuze and 
Guattari’s work offers a way to glean “the messy flux and flow of individual subjectivity”.  
My use of such a perspective here has thus resulted in my shining a light on the unconventional 
bodies at the ragged, permeable edge of the social domain, as well as the (sub)cultural practices that 
are positioned at this edge. Through attention to the disarticulation and rearticulation enacted by 
women, I have identified numerous body practices involving the pushing and redefining of the 
borderlines. I have also drawn conclusions about the workings at the centre of the domain and how 
these might impact experiences at the borderline, by seeking to understand those positioned at the 
edge of the sociocultural domain. This approach reflects the work of Faircloth (2011a, 2011b): in 
her research, the women-as-mothers considered ‘extreme’ in their infant feeding practices help to 
elucidate predominant sociocultural conceptualisations of maternal, lactating bodies and the 
parenting approaches enacted in those normative contexts. Their explication of their body practices 
helps to highlight points at which those involved in the production of biomedical, peer support, and 
anthropological knowledges and approaches might reconsider their assumptions regarding 
continued breastfeeding in cases of ongoing supply difficulties. Similarly, women’s articulation of 
their body practices and experiences at the intersection of breastfeeding, milk insufficiency and 
milk sharing point to several areas of assumption, inaccuracy and lack of attention that might be 
redressed through reconsideration of approaches made by health professionals, peer support 
counsellors, and by social scientists involved in research with and about breastfeeding women. In 
these ways, discussed at greater length later in this chapter, the women here have engaged in body 
practices that are driven by a Deleuzo-Guattarian form of desire which “indicates a certain 
movement or a break in the movement of all things” as well as a conjoining, assembling effect 
(Buchanan, 2000, p. 16). Desire, and bodies as desiring-machines, are recognisable here via what 
they do, and by their affect.  
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Nomad thought and conceptualising incongruous bodies  
The operation of desire has been formative in my exploration of the ways in which women as 
individuals, and within groups, have been able to “shake loose, to whatever degree possible, from 
determinants and definitions” (Fong, 2010, p. 338) offered through dominant sociocultural ideas. As 
such, my work reflects and puts to work Deleuze and Guattari’s ideas of desire and affect in the 
ways mentioned above, and speaks to the significance of acknowledging flows and fragmentation. 
The disarticulation and rearticulation, not just of lactating bodies but also of modes of thinking 
about those bodies, is crucial. It also points to further articulation with the concept of nomad 
thought as a way of conceptualising the incongruous bodies with which women enact body 
practices in this domain. Women are engaged in the kind of multiple, embodied subjectivity that 
characterises nomadology in both Deleuzian thought, and in the feminist writings of authors such as 
Braidotti (2003) in her interpretation of Irigaray’s radical materialist work on sexual difference and 
the nomadic body.  
These women recognise and embrace to varying degrees the ‘nomad thought’ discussed by Deleuze 
and Guattari, exercising power through the deterritorialisation of the milk-producing body and the 
milk itself. Yet, they also engage at times in thoroughly conventional ‘state thought’, 
conceptualising their bodies as territorialised, colonised, most appropriately surveilled and assessed 
and treated by biomedical orthodoxies and health professionals. The conventional corporeality of 
lactating bodies is juxtaposed with the unconventional intercorporeality enacted through body 
practices that respond to insufficiency. This is not a simplistic line of demarcation, but rather an 
analytically interesting and incongruous one. For example, as indicated in the previous chapter, 
Annie admonished health professionals for their lack of informedness and insight and swore she 
would sneak in other women’s breastmilk to a hospital despite its policies. At the same time, 
however, she also decried the lack of a “doctor who specialises in lactation” and who might 
diagnose and treat insufficiency within a biomedical paradigm. Several other women, including 
Michelle, Sarah, and Maddie, spoke of feeling that there “should be a doctor” who was equipped to 
test for, diagnose, and treat the physiological causes of insufficient milk. Most of the mothers 
identified the hospital as a presumed locus for information and support, although many also 
indicated that this presumption was challenged or undermined by their experiences.  
At this point my analysis shifts away from a focus on how women enact body practices at the 
intersection of breastfeeding, milk insufficiency and milk sharing. It points to one of the questions 
raised at the beginning of this chapter: How might I conceptualise these women’s bodies and body 
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practices? On the one hand they are explicitly and implicitly challenging predominant modes of 
thinking about female, lactating bodies. On the other hand, they are often engaged in body work 
that speaks to a kind of conventionality. This body work, while wide-ranging and exhaustingly 
comprehensive, for many women also revolves around mainstream health care practitioners and 
models of testing and diagnosis that reinforce notions of failing, unpredictable, risky female bodies 
and bodily fluids. In attempting to situate this analysis relative to the confusing and confused 
maelstrom of body practices represented, I have come to recognise that these women’s experiences 
exemplify how subversive, challenging, reimagined, embodied practices might still butt up against 
the paradigmatic dominance of age old bodily tropes, and of conceptualisations of failing, 
unpredictable, problematic, risky female bodies. This, then, is a core finding: that complex body 
work in response to insufficiency also serves to reterritorialise the milk producing body in ways that 
(re)incorporate the ideas of bodily failures characteristic of biomedical discourse. These women are 
at once resisting and subverting, while also embodying dominant notions of dependence on specific 
biomedical knowledges.  
These incongruities and contradictions do not invalidate the process of becoming-breastfeeding-
woman. Rather, they are part and parcel of it, contributing to the many steps, jumps and leaps, 
detours and fragmentations and disarticulations involved in this “labyrinthine process” (Grosz 1994, 
p.181). Through articulation of these detours and fragmentations, the telling of women’s 
experiences responds to Grosz’s (1994, p. 182) assertion that feminist theory should 
seek alternatives…provide explanatory frameworks and models which enable femininity, 
female subjectivity and corporeality, to be understood as a positivity.  
Women enacting body practices in ways that loudly speak a maternal identity (albeit a non-
normative, conflicted and conflicting identity) and that reshape notions of their bodies as working 
rather than failing are therefore significant in conceiving of and enacting the nomad thought 
advocated by Deleuze and Guattari. Women’s body practices – creative, conflicted, unsettling – 
represent a stepping away or a break from state thought, and from that sovereignty that “only reigns 
over what it is capable of internalizing, of appropriating locally” (Deleuze & Guattari, 1987, p. 
419). Women and women’s bodies and body practices exist, in Deleuzo-Guattarian terms,  
in a perpetual field of interaction… [T]he same field circumscribes its interiority in States, 
but describes its exteriority in what escapes States or stands against States (Deleuze & 
Guattari, 1987, p. 419, emphasis in original).  
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In this perpetual field of complex interactions, women and the body practices they enact both relate 
to and depart from dominant biomedical comprehensions. Biomedical thought parallels the kind of 
‘State thought’ of which Deleuze and Guattari speak. Such dominant modes of thinking co-opt and 
undermine women’s body practices in ways that are often inimical to the continuation of those body 
practices, particularly in ways determined by the women themselves. The breastfeeding woman is 
therefore situated and operates as an already-colonised, territorialised body. When this body is 
deterritorialised through the forms of body practices enacted by women in relation to modes of 
physicality that themselves challenge ‘normalcy’, this is significant. This is a form of escape, a line 
of flight made possible through disarticulation and resistance. It is also a form of recursive 
movement, however, involving bodies circling back on themselves in women’s attempts to attain a 
full milk supply and remove the need for supplementing. In many senses, women embrace 
resistance through multiplicity, but also express a desire for the normalcy and normativity that they 
are resisting. Women are therefore enacting resistant, subversive, and challenging body practices, 
while also cognisant of their conventional positioning relative to dominant notions of the maternal 
body. However, as I introduced in Chapter 3, with reference to a Deleuzo-Guattarian approach, this 
is not an “empty BwO” but one that is approaching being a “full Body without Organs”. The 
tensions and incongruities of women’s bodies and body practices reveal the BwO as the 
“connection of desires, conjunction of flows, continuum of intensities” described by Deleuze and 
Guattari (1987, p. 187). It is able to establish lines of flight that “free the circulation of intensities, 
making other, further connections with other BwOs [possible]” (Grosz, 1994, p. 171). It is a BwO 
that allows for connections, proliferations, linkages to be made and remade in connection with 
others:  
it is the field for the circulation of intensities and … it induces deterritorializations at its 
lines of flight, movements of becoming (Grosz, 1994, p. 171).  
In our conversations, Angela referred to her simultaneous at-breast feeding of two children, both 
with supply lines and milk sourced from multiple other women. Fiona spoke of sourcing donor 
breastmilk months after weaning from supplementing, in order to subvert health professionals’ 
mandates and to support her child’s recovery during hospitalisation for serious infection. Such 
articulations tell us – and show us – that these are bodies engaged in complex, immersive 
interconnectedness and an intercorporeality that speaks a conscious and challenging set of desires 
and ideas. It also exemplifies the fine balance struck between, on the one hand, the making and 
pulling apart and remaking of bodily connectedness – the disarticulation and rearticulation – which 
is characteristic of the “full” Body without Organs; and on the other hand, the comprehensive 
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destratification and desubjectification of total deterritorialisation that would result in a kind of 
annihilation (Deleuze & Guattari, 1987, pp. 186-187; Grosz, 1994, pp. 171-172). In these ways, 
women are balancing at times precariously, approaching the full BwO, “always swinging between 
the surfaces that stratify it and the plane that sets it free” (Deleuze & Guattari, 1987, p. 187) in the 
always-unfinished process of becoming-breastfeeding-woman. Women are careful to assess and 
maintain a fine balance between destratification, becoming-, and irreversible dismantling.  
 
Weaving with multiple strands: power, post-constructionism, and becoming-neo-
cyborgs  
Weaving together multiple conceptual strands requires recognition of the multiplicity of power as it 
operates in this sociocultural domain. Power in a Deleuzo-Guattarian sense can be both 
consolidated (molar) and dispersed (molecular), reflecting the molar vs. molecular unities of the 
organism vs. the Body without Organs. Recognition of multiplicity further underpins corporeal 
feminism, post-constructionism, and Haraway’s work, and for this reason I look to integrate these 
approaches through a kind of productive analytical tension. This represents yet more of the push-
and-pull of bodies noted earlier.  
There are criticisms levelled at Deleuze and Guattari’s work, particularly in their emphasis on the 
dismantling of “molar unities” (Grosz, 1994, p. 172) and their preference for the recognition of the 
multiplicities of bodies and power. This has been dismissed at times as “explain[ing] away the great 
divisions and global categories that have thus far helped categorize and provide political positions 
for various social groups” (Grosz, 1994, p. 173). However, Grosz (1994, p. 173) defends a Deleuzo-
Guattarian approach as it relates to corporeal feminism, asserting that instead “they seem to be 
rendering more complex the nature and forms that these oppressions take”. Grosz also 
acknowledges the politically risky and dangerous nature of this territory and discussion, but further 
notes that if  
the division or the binary opposition of sexes or, for that matter, the global system 
constituting patriarchy can be considered as molar lines, then traversing and interrupting 
them and transforming, breaking them down is what Deleuze and Guattari describe as the 
processes of “becoming-woman” (Grosz, 1994, p. 173). 
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With respect to this trajectory, I have therefore consciously departed from what some authors posit 
as the implication of Deleuze and Guattari’s work, that “women’s molar struggles for identity are 
merely a stage or stepping stone in a broader struggle… a stage, phase, element, or subdivision of a 
broader cause” (Grosz, 1994, p. 179). Instead, I have comprehended women’s subjectivity, 
intersubjectivity, and creative intercorporeality as avenues for them “exerting their own 
deterritorializing and decodifying force” (Grosz, 1994, p. 181).  
In this way I have worked to articulate the multiplicity of power in this social domain, referencing 
Buchanan’s (2008, pp. 25-26) explanations of this concept. Such multiplicity includes the molar 
(consolidated) power of normative infant feeding conceptualisations and understandings of the 
maternal lactating body within biomedical discourse. Alongside this sit the molecular unities – the 
dispersed power – enacted by women as they resist and subvert the molar unit (/power) of “the 
breastfeeding mother” through a series of disarticulations, multiplicities of power and bodies, and 
the lines of flight taken by those bodies. The dispersion of physical power is reflected in a 
dispersion of conceptual and discursive power in this setting, and speaks to the linkages between 
corporeal feminism and Deleuze and Guattari’s perspective that “opt[s] for a notion of multiplicity 
that respects specific differences within a general understanding of their functional unity” 
(Buchanan, 2000, pp. 14-15). In thinking about bodies and power, I have come to recognise that 
women are thinking and enacting power with their bodies and body practices. This again highlights 
why bodies and body practices matter in this context.  
Following from this mode of thinking about bodies, and about the operation of consolidated and 
dispersed power in the social world, a Deleuzo-Guattarian approach in relation to my research “de-
massifies the entities that binary thought counterposes against each other”, meaning that “things and 
relations” are read  
in terms of their effects, what they do, what they make… Identities and stabilities are not 
fixed (Grosz, 1994, p. 181).  
These incongruous, challenged, and challenging bodies embrace contradictions and reterritorialise 
through inter-embodiment and inter-corporeality. Disarticulations are women’s to enact and to own, 
rather than bodies being pulled apart by institutions or individuals who work to scrutinise, monitor, 
and judge. The analytical extrapolation of this multiplicity is significant at both an individual level 
but also at a group/sociocultural level, because it indicates that things are not and are never 
‘simple’, but rather are complex and messy. As Deleuze and Guattari (1987, p. 286) note, “beyond 
the borderline, multiplicity changes nature”, and further to this, as Grosz (1994, p. 178) points out, 
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there is a kind of implied “direction to the quantum leap required by becomings, a labyrinthine but 
nonetheless goal-oriented movement”. 
These approaches focus on multiple bodies and flows, and on strands connected and interwoven but 
also fragmented, disarticulated and rearticulated, deterritorialised and reterritorialised. In these 
ways, an integration of Deleuzo-Guattarian thinking with corporeal feminism points to a further 
articulation with the trans-dualism advocated by Lam. In her presentation of post-constructionism 
and standpoint theory, Lam (2015) advocates for the critical consideration of multiple perspectives 
and a recognition of the multiplicities of power (both in its form and in its operation). This forms 
the crux of standpoint theory, and also links to Haraway’s work with respect to cyborgs and a new 
materialist feminism. Together these approaches embrace multiplicity to get at resistance, and this 
resistance is enacted through bodies and body practices.  
These bodies therefore matter because by situating the research data within a Deleuzo-Guattarian-
inspired, corporeal feminist, post-constructionist frame, it becomes clear that these women are 
attempting to enact complex and non-normative body work in ways that challenge and seek to 
rewrite predominant views of the female, lactating, maternal body.  The body is at once the locus of 
failure and the locus of maternal identity regained and reasserted, often in subversion of or 
opposition to others’ conceptualisations and injunctions. Bodies matter here, also, because even 
when women attempt to enact body practices but do not wholly succeed in meeting their initial 
goals, they nonetheless reflect, reposition themselves within, and reshape the social field. Sarah’s 
repeated insistence that medical professionals undertake testing did not result in her exclusively 
breastfeeding. It did, however, result in those medical professionals acknowledging the existence of 
specific physiological factors affecting lactation and milk supply (namely, low levels of the 
hormone prolactin). Krista’s body practices, too, encapsulated constant movement and flux, and 
acknowledgement of and perseverance despite ongoing insufficiency: “It’s as close to a normal 
breastfeeding relationship as I’m going to get”.   
This bi-directionality of bodies and body technologies, of the simultaneous internalising and 
challenging of ideas about the lactating body, reflects Shapiro’s (2015) analysis of somatechnics in 
which she discusses that:  
[w]hile biomedical technologies themselves are impartial, neither liberating nor regressive, 
they are developed along lines and deployed in ways that can produce both socially 
normative bodies and counter-hegemonic ones (Shapiro, 2015, p. 175) 
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The somatechnics used by women who experience ongoing milk insufficiency alongside continued 
breastfeeding exemplify this juxtaposition of socially normative and counter-hegemonic bodies. 
The supply line, for example, is recognised by several of the women as “a technology that really 
isn’t intended for long term use”26. Yet they and other women are using it for months and 
sometimes years, to support a continued breastfeeding relationship alongside ongoing milk 
insufficiency. This enables a challenging of the dominant paradigm of the failing and failed female 
(/maternal) body, through deployment of somatechnics in ways that change the workings of 
women’s bodies in counter-hegemonic ways. These somatechnics also, however, help those women 
to better approximate a “normal” breastfeeding relationship and maternal identity-through-infant-
feeding. Women’s use of these bodily technologies in response to insufficiency has also impacted 
the social domain, precipitating the emergence of peer support groups for supply line users, for 
example. In these ways, there is a distinct bi-directionality – a push and pull – of bodies at the 
intersection marked by breastfeeding, milk insufficiency, and milk sharing.  
I have paid attention to the embodied knowledges and body practices enacted by women, and how 
these relate to the sociocultural domain and predominant modes of thinking about breastfeeding 
bodies. Such an integrated perspective on women’s bodies and body practices references Lam’s 
work, and her aim to address the “disembodying dualism underlying patriarchal praxis” (Lam 
2016:80). Lam develops a trans-dualist framework reminiscent of Van Esterik (1989) and Blum 
(1993), and draws heavily from Hartsock’s ‘feminist standpoint theory’ as a way to tackle the 
binary/dualistic and essentialist thinking inherent in both anti- and pro-natal feminist work to date. 
In this context, Lam explores ‘standpoint’ as being “about ‘epistemic advantage’ but… also [about] 
situated knowledges and multiple subjectivities” and “the recognition of more than one view of the 
world, which originates in a discord or misfit between one’s own experience and the mainstream 
discourse about the world” (Lam, 2015, p. 88). I take this idea further, however, and argue that 
women’s enactment of body practices is not just about a discord between where those women stand 
relative to a mainstream discourse about breastfeeding and maternal identity. Rather, it is about the 
active enactment of body practices that are situated relative to, but that also push against, the 
borderline. The disarticulation and deterritorialisation of bodies in this context encompasses 
                                                     
26
 Medela, the manufacturer of the proprietary Supplemental Nursing System (SNS) version of a supply line, 
do not specify the maximum length of time their product might be used. Several women – including Annie, 
Michelle, Krista, and Fiona – discussed their interactions with manufacturer spokespeople, however, and 
noted that they had been told the SNS was “originally designed for short-term use” and “they [Medela] 
didn’t produce it with an idea of it being used long term”.  
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multiplicity to get at resistance to dominant power structures. Women and their bodies are not 
passively positioned relative to these structures.  
New materialism and post-constructionism are based on the assertion 
that bodies are material; that is, products of complex biosocial processes which are neither 
simply nor primarily a biological fact, nor are they purely socially constructed artefacts. 
Meanings are attributed to bodies, and bodies come to reflect those meanings (Lam, 2015, 
p. 113, emphasis mine).   
When applied to reproduction and mothering in particular, this approach requires attention to 
“social and material structures of constraint if also of agency… and a feminist strategy 
incorporating the diversity of women’s experiences to bridge theory and practice” (Lam, 2015, p. 
65). In my work it is evident that women are approaching and crossing divides, bridging gulfs that 
benefit from the post-constructionist feminist perspective discussed by Lam. This divide sits 
between, on the one hand, those who may reject the reality of insufficient milk and the need to 
supplement, and therefore also overlook or reject those women who are (as one informant 
characterised it) “walking the line” between exclusive breastfeeding and full weaning. On the other 
hand are positioned those who may reject the proposition that formula and bottle feeding confers 
any particular disadvantage, and who therefore also ignore or obfuscate those women who 
experience insufficiency but wish to continue at-breast feeding. Both positions overlook the 
individual, experiential complexity of breastfeeding, and the multiple, intersecting bodies and body 
practices that characterise this domain. Such positions simplify at the expense of women’s own 
accounts of their bodies and body practices.  
In concluding her work, Lam notes that in various, usually liberal individualist, (re)presentations, 
women and women’s bodies “are predominantly portrayed in terms of vulnerability (and occasional 
veneration) rather than the actual paradoxical continuum of vulnerability and power they entail” 
(Lam, 2015, p. 117, emphasis mine). The women I spoke with and observed enacted body practices, 
and used their bodies, in ways that pushed back against prevailing portrayals and thinking about the 
female, maternal, lactating body. They occupy a full spectrum – a continuum – of vulnerability and 
power, of desire and affect, and of failure and reconstructed sufficiency. In this way, they are 
approaching the “full Body without Organs” described by Deleuze and Guattari, put to work by 
Grosz in her articulation of corporeal feminism, and echoed in the work of Lam. These bodies are 
being deterritorialised and reterritorialised, taking lines of flight, reflecting but also challenging and 
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cutting across the predominant social milieu. Further, in her discussion referencing Garland-
Thomson’s (2011) work on “misfitting”, Lam (2015, p. 124) notes:  
[R]ecognizing the value in the fluctuation of bodily states (our own and others, and over the 
life course)…[and] attending to an embodied material engagement with the world, (on a 
personal as well as a political level), provides the opportunity for negotiating the felt 
dissonance of our dis/integrated selves in body-phobic cultures which may affect us 
differently, but fundamentally affect us all. (emphasis mine) 
This strikes upon predominant conceptualisations of bodies: we are worried by their actions, 
confronted by their behaviours, their out-of-control-ness, their products, their functions and uses, 
alarmed and saddened by their failings, their impacts, and by the language of and about bodies. 
When women enact body practices that reposition their bodies as working despite insufficiency, 
they also reposition their maternal selves. Such body practices are thus rhizomatic, entailing a 
branching out and a disarticulation from predominant sociocultural conceptualisations. In the spirit 
of nomad thought, however, these bodies also reference and return to the State thought against 
which they are positioned.  
Such disarticulation and resultant nomad thinking prompts further consideration of Haraway’s 
writing on ‘cyborgs’ as incongruous and resistant assemblages, reminiscent of the Body without 
Organs presented by Deleuze and Guattari. To reiterate: the BwO is a “continually self-constructing 
milieu” (Deleuze & Guattari 1987:191) that “goes beyond any opposition between the one and the 
multiple” (p.179). I argue here that so too, the cyborg as a means of conceptualising a new 
materialist socialist feminism is a kind of self-constructing milieu that goes beyond any opposition 
between the one and the multiple, instead breaking apart molar unities, dispersing them, and 
reconstituting power through intercorporeality. This reconstitution of power in unpredictable ways 
via unpredictable bodies is evident in women’s experiences at the intersection of breastfeeding, 
milk insufficiency, and milk sharing.  
The idea of the Cyborg also opens a pathway to Haraway’s more recent work in relation to the 
Chthulucene, in which she advocates for the catch-cry of “Make Kin, Not Babies!” (Haraway, 2015, 
p. 161). In the speculative epoch of the Chthulucene, kin is understood by Haraway as “an 
assembling sort of word” (2015, p.162) that speaks to a kind of conscious-unconscious assembling 
of bodies in ways not biologically determined, but still ultimately overdetermined by biological 
necessity and the requirements of living with a steady move towards self-destruction. Making kin as 
an aspect of living (and dying) in the Chthulucene “is to join forces to reconstitute refuges, to make 
possible partial and robust biological-cultural-political technological recuperation and 
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recomposition” and to generate “stories (and theories) that are just big enough to gather up the 
complexities and keep the edges open and greedy for surprising new and old connections” 
(Haraway, 2015, p. 160). In discussing her idea of the Chthulucene, Haraway is looking to a 
reimagining of the much broader world – one that lies far beyond breasts and flows of milk. 
However, the pushing back enacted by women through reimagined, primal connections with other 
women and other women’s body fluids is bound up with Haraway’s ideas. Women are, at a bodily, 
local level, “reconstituting refuges, to make possible…recuperation and recomposition” of bodily 
sufficiency. The proliferation of women’s connections within and between bodies speaks to the neo-
cyborg-like vision of the Chthulucene articulated by Haraway, as it “entangles myriad temporalities 
and spatialities and myriad intra-active entities-in-assemblages” (Haraway, 2015, p. 160). It is then 
not just women’s bodies and body practices that are cyborg-like. The related social domains 
comprised of insufficient-made-sufficient bodies in articulation with one another is also cyborg-
like, dependent on a range of bodies-in-flux and the work they are undertaking to connect material 
(milk) flows and maternal meaning.  
Women’s experiences of ongoing milk insufficiency, and their use of donor breastmilk in that 
context, are complex and diverse, at times challenging and subversive, as well as often selective and 
contradictory. Enacting body work, including sharing in another woman’s breastmilk and all of the 
related practices and bodies that this brings into play, is an analytically strange and interesting 
means whereby the body speaks for itself through practices-between-bodies. At the point of 
intersection between breastfeeding, milk insufficiency, and milk sharing, women’s enactment of 
body practices “[go] beyond any opposition between the one and the multiple” (Deleuze & Guattari, 
1987, p. 179), and challenge conventional notions of the breastfeeding body as sufficient or 
insufficient. The embodied materiality of interconnected breastfeeding bodies and milk flows 
therefore demonstrates “what [the body] does, what it affects” (Grosz, 1994, p. 170) through 
interactions with other bodies.  
The bodies involved not only in the sharing of breastmilk, but more broadly in the complex body 
practices described above and in ‘becoming-(breastfeeding-)woman’ (Deleuze & Guattari 
1987:340-343; Grosz 1994:174-176), are engaged in an explicit and creative intercorporeality. Such 
intercorporeality is a disruption to and movement away from dominant means of speaking about 
and intervening in female lactating bodies. Women's enactment of body practices relative to 
insufficiency is illustrative of Deleuze and Guattari’s ‘nomad thought’ and body work, in 
comparison to ‘state thought’ and its attendant, dominant, often biomedical modes of thinking and 
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body work (or work on bodies). In this context, women are engaged in fundamental relations of 
power, and interacting with and challenging a hegemonic (if somewhat confused and confusing) 
gender script. The failing female body is here bound up with the maternal body, and together they 
sit uncomfortably alongside the woman who is freed (or chooses to free herself) from the shackles 
of imposed maternal identity while also seeking to reclaim that maternal identity.  
Maternal morality can also be understood as linked to sexual difference, and women’s desire to 
position themselves as corporeal sexed beings who are uniquely those who birth and breastfeed 
babies. Continued breastfeeding despite insufficiency is a kind of corporeal positioning in this way, 
and references Irigaray’s (1985, 1993) conceptualisation of the non-unitary subject and the material 
embodiment of sexual difference through ‘nomadology’ (Braidotti, 2003). In this conceptualisation, 
the body “is to be understood as neither a biological nor a sociological category, but rather as a 
point of overlap between the physical, the symbolic and the material social conditions” (Braidotti, 
2003, p. 44)
27
.  
Taking Lam’s work on a new feminist materialism and post-constructionism, drawing it together 
with Grosz’s corporeal feminism, and incorporating critical elements of Deleuze and Guattari’s and 
Haraway’s thinking, becomes a weaving-together. Through this weaving-together, I have made 
space for the contemplation and critical consideration of women’s diverse, complex, contradictory, 
often-fraught body practices and connections with other bodies. This space of becoming-
breastfeeding-mother, of forming maternal identity in relation to infant feeding, is not clearly 
delineated or stable in definition, however. Rather, women appreciate and use their bodies in varied 
ways, situating themselves in equally varied ways relative to a borderline (to borrow from Deleuze 
and Guattari) which is malleable, moveable, challengeable, and changeable.  
 
How do these bodies matter?: disciplinary and practical implications   
Women’s bodies and body work matter to those women, in their comprehension of a maternal 
identity and in the reconstruction of a sense of sufficiency relative to that identity. My focus on 
bodies in the foregoing analysis has enabled a flow between the empirical and the conceptual. I 
have taken Deleuzo-Guattarian ideas around the disarticulation and destratification of the body in 
resistance to state thought, and have put them to work in relation to corporeal feminism as well as 
                                                     
27
 The significance of Irigaray and Braidotti’s work to the understanding of maternal bodies warrants further, 
future research and analysis. For now, it falls outside the immediate scope of my thesis. 
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the writings of Lam, Haraway, and the body of post-constructionist feminism. Having considered 
bodies and body practices through these intersecting lenses, I now look to identify implications for 
anthropological and broader social science approaches to maternal lactating bodies and women’s 
experiences of breastfeeding. My analysis of these bodies and body practices also points to a 
number of other disciplinary and practical implications that I discuss below.  
 
Bodies in anthropology and social science research  
The significance of these bodies and body practices to anthropological and social science research 
approaches is three-fold, including theoretical and conceptual implications, and methodological 
repercussions.  
In putting Deleuzo-Guattarian ideas to work, and providing a critical frame that connects these 
ideas with corporeal feminism, post-constructionist and new material feminism, and Haraway’s 
concepts, I have created a theoretical synthesis of frameworks that are not consistently present in 
anthropology in particular. By creating this convergence of conceptual frames, my work also points 
to potential significance for under-studied aspects of social science and social theory, in particular 
maternal feminism as a means of foregrounding women’s own experiences of their bodies. I have 
paid particular attention to embodied subjectivities, and in this way my work answers the call of 
writers such as Stearns (2013) for the development of better social science understandings of 
lactation activism, dyadic/mother-child body work, and health professional perspectives. However, 
I have extended on this by focusing on other, more radical kinds of intercorporeality as these have 
been enacted by the women involved in my research. This intercorporeality reaches beyond 
‘dyadic/mother-child’ body practices, and beyond existing literature on the construction of the 
‘good mother’ and idea(l)s of ‘intensive mothering’ that suggest a cultural construction shaping 
maternal identity and related body work (e.g. Avishai, 2011; Stearns, 1999, 2009). Much of this 
literature also points to the dyadic relationship between mother and infant, but does not touch on the 
complexity of radical intercorporeality enacted at the intersection of breastfeeding, milk 
insufficiency and milk sharing. As Biehl and Locke (2010) note, a lens comprised of Deleuzo-
Guattarian ideas prompts closer attention to the microprocesses of sociocultural life, and the 
messiness and flux implicated at the intersection of body work.  
My work also highlights methodological implications for anthropologists and other social scientists 
doing research about and with mothers, including breastfeeding mothers. In my work I recognise 
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that while women often start their experience of pregnancy, birth, and breastfeeding from a position 
within the biomedical, hospital-based system, they often distance themselves from those systems 
very soon thereafter. As such, recruiting research participants or interlocutors through the very 
institutions or systems that they are looking to avoid is problematic. It does little to illustrate how 
women enact body practices that position them at the margins – the borderline – of this social 
domain. It also tends to discount how women are already positioned at that borderline, and are 
already approaching being the ‘anomalous’. In these ways, my research is not about generalisability 
but rather analytical extrapolation, and the benefits of recruitment outside apparent groupings. 
These women are involved in constant movement, disarticulations, and tensions.  
Thirdly, my work has highlighted an intersectionality and the potential of this within, for example, 
public health research on women’s experiences of breastfeeding. This recognition revolves around 
the existence of a vast body of literature on ‘breastfeeding’, a great deal written about ‘insufficient 
milk’, and an increasing body of literature and popular media attention paid to ‘milk sharing’. There 
is nothing, however, that looks at the intersection of all three, and what that intersection tells us 
about women’s experiences and body practices within the broader sociocultural domain.  
 
Bodies in biomedical and public health perspective  
In the healthcare domain, and in particular from a public health perspective, social theory is 
referenced in several contexts as being of potential significance in understanding women’s 
experiences. Such understanding is usually seen to inform subsequent means of influencing policy, 
practitioner approaches, healthcare interventions, and to understand and impact ‘issues of 
compliance’ with public health recommendations e.g. (e.g. Amir, 2011; Brouwer, Drummond, & 
Willis, 2012). The use of these approaches, however, has rarely if ever asked women themselves 
about the experiences of continued breastfeeding alongside milk insufficiency, nor do they consider 
the relationship of milk sharing (or the use of supply lines) with those experiences.  
My research therefore points to the significance of women’s articulations with other women. Such 
articulations (and disarticulations) are often situated outside of the ‘State thought’ and systems that 
characterise a biomedical and public health approach, and are not often represented in associated 
literature. I argue here that such public health approaches do not, and possibly cannot, account for 
the radical intercorporeality enacted by women at the intersection of breastfeeding, ongoing milk 
insufficiency, and milk sharing. Those voices and experiences are in most respects absent.  
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An acknowledgement of the significant work involved in breastfeeding (Stearns, 2009), and the 
particular forms of work enacted by women who breastfeed alongside the experience of ongoing 
milk insufficiency and milk sharing, is therefore significant. In a healthcare setting, an 
understanding of this complexity and of women’s desire to persevere rather than give up would be a 
potential catalyst for a shift in care options and approaches. A recognition of women’s conscious 
enactment of intercorporeality in these ways might also move health professionals towards an 
associated recognition of women’s agency as situated outside of, or at least not entirely beholden to, 
dominant biomedical discourses of risk, danger, and expert knowledge.  
 
Bodies in peer breastfeeding support perspective  
As noted throughout my analysis, these women are not seeking support to discontinue 
breastfeeding. Rather, they seek support to continue with body practices that, for them, contribute to 
their sense of maternal selfhood. Biomedical and public health approaches are often (at least 
currently) ill-equipped or even reluctant to support the kinds of intercorporeality that women choose 
to enact at this intersection. In response to this lack of health professional support, the women 
involved in my research have identified that there is a place for peer support groups and 
breastfeeding support organisations that may themselves draw from public health and biomedical 
literature to inform their approaches (as discussed in Chapter 1). Such support organisations tend to 
differentiate themselves from a biomedical approach in several significant ways, however. 
Differences include a more comprehensive grounding in breastfeeding knowledge and practice 
either through personal experience and/or formal training. The unconditional positive regard 
exercised through the application of specific counselling approaches used within the Australian 
Breastfeeding Association (ABA), for example, also highlights a difference in approach: medical 
information is out of scope, and advice is not given. Rather, suggestions are made and information 
and support is offered to mothers, so that they might make their own decisions regarding the 
continuation or otherwise of particular body practices.  
In addition, small grassroots mother-led support groups have sprung up in response to the 
increasing number of women using supply lines, for example, as part of their breastfeeding 
relationships. As well, peer-to-peer milk sharing networks are heavily reliant on social media for the 
facilitation of donor and recipient connection. These groups have become vital aspects of many 
women’s experiences and the body practices they enact at the intersection of breastfeeding, milk 
insufficiency, and milk sharing. They represent a form of, and an element of, a radical 
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intercorporeality characterised by disarticulation from institutional bodies and information/advice 
deemed inimical to continued breastfeeding.  
Further, in my own experience situated across both the research and peer breastfeeding support 
domains, I have been approached far more often by peer support organisations than by health and 
medical professionals interested in the process and outcomes of my research with breastfeeding 
women. This interest speaks to the existing relevance and significance of my research for grassroots 
peer support and advocacy organisations, and its potential to also highlight the continued need for 
these forms of support in the lives of women enacting unconventional forms of intercorporeality. 
My research further highlights the need for the continued incorporation of women’s specific (if 
sometimes radical) experiences of breastfeeding and related body practices in the information 
provided to peer breastfeeding counsellors and others working at a grassroots level with 
breastfeeding women. Women’s own body practices, and their narratives exploring these, therefore 
speak for themselves and define a future space for speaking about and with other women’s bodies.  
 
Bodies in reflexive perspective 
This research has also necessitated significant reflexivity, shedding light on but also challenging my 
own experiences at the intersection of breastfeeding, milk insufficiency, and milk sharing. This 
work itself has been a form of intercorporeality shared with other women, and has been one of the 
outcomes of my personal and professional fragmentation following initial, at times challenging, 
experiences of breastfeeding. It stands as a form of articulation with other bodies, and in a way 
serves to create (academic research) sufficiency in response to (perceived maternal, bodily) 
insufficiency. Through disarticulation and reconnection with other maternal bodies, I have come to 
question the nature of my breastfeeding experiences. In particular, I now view my own responses to 
insufficiency, including research-as-response, as both a form of body practice, and as a form of 
critical resistance to predominant forms of thinking about bodies. My positioning therefore not only 
gave me an entry point to this social domain, but also fragmented my presumed knowledge about 
my own and others’ body practices. My knowledge was reassembled and redeployed in new ways 
as the research continued and as I undertook analysis.  
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Broader bodies: future research and implications beyond breasts 
Beyond breasts and milk, there are further implications of my research. There is potential for the 
demarcation of new spaces in terms of how women’s bodies are understood relative to concepts of 
risk, control, and management. This incorporates and reflects the idea of the anomalous – those 
outliers at the edge of the wider sociocultural context, whose body practices might inform our 
understandings of that context and its impacts on bodies. My work also links to wider issues around 
reproductive justice, medical decision making, and women’s right to exercise autonomy in the 
context of pregnancy, birth, and the post-partum period inclusive of breastfeeding establishment. 
These point to several related topics of interest that, while outside the scope of my thesis, suggest 
possible future research directions.  
The operation and understanding of notions of control – and related to this, monitoring and 
regulation – over bodies and body practices has broader ramifications beyond breasts, breastfeeding 
women and breastfed infants. There is a conceptual connectedness here between the forms of 
control enacted and experienced during birth and those enacted over infant feeding, and the 
embodied experiences entailed in both.  This warrants further attention, with particular focus on 
how women enact body practices in ways that counter dominant discourses of ‘safety’ and ‘risk’, 
and potentially reshape sociocultural domains. Such research has implications for women 
themselves, and for social science understandings of women’s body practices. It also has 
implications for comprehending the shape of professions involved in caring for pregnant, birthing 
and breastfeeding women, such as midwifery and lactation consultancy. The intense scrutiny and 
control exercised by medical bodies over such ostensibly women-focused professions translates into 
an equally intense scrutiny and categorisation of women’s bodies, resulting in the sifting and sorting 
of women into risk groupings which consequently delimit choices and access to a range of 
pregnancy care, birthing and post-partum support options (RCOG/RCM, 2007; Licqurish & Evans, 
2016; Australian College of Midwives, 2014). Such parameters also limit system-endorsed 
caregivers (e.g. registered midwives) and the choices they make regarding which women they will 
support and attend during birth. Within this context, the conceptualisation and enactment of choice 
is critically related to the conceptualisation of women’s bodies. If the dominant mode of thinking 
about (pregnant, birthing, breastfeeding) women resides with biomedical health professionals, this 
suggests an externalised control of women’s bodies. Following from this, gestating, birthing or 
breastfeeding in ways that are situated outside that dominant conceptualisation is a significant 
subversion worthy of further research attention focused on women’s experiences as primary.  
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In Lupton and Schmied’s (2013) writings on women’s experience of the moment of birth, and the 
embodied understandings (or not) of their own and their babies’ bodies, they note that the mode of 
birth affected women’s experience of the birth, and also their experience of the interembodied 
nature of their babies. In reflecting on my research, I also now contemplate whether for some 
women a heavily interventionist birth may also heighten the significance of other bodily acts, such 
as breastfeeding, as a way of reclaiming their bodies as functioning whole maternal beings.  
There is a potential significance here regarding the power inherent in the role of the permission-
giver in situations involving pregnancy, birth, and breastfeeding. There appears to be a power in 
wresting control back, in taking back the role of permission-giver, and of enacting this in relation to 
one’s own body and body practices. This self-permission-giving extends outwards to experiences of 
birth, of emotion, of pregnancy, of parenting, of inhabiting and using space(s), and of pushing back 
against institutional and other bodies, and against dominant modes of thinking.  
The operation of permission and consent connects with the operation of bodily autonomy, and the 
rights of women to their own bodies and related decisions. Further research on the experiences and 
body practices of those women who engage in such ‘pushing back against bodies’ holds potential 
for understandings of how medical/health decision making is enacted and influenced by women in 
institutional healthcare settings, as well as outside of these. Body work choices in the broader 
context maternity care, childbirth, and the post-partum period encompass crucial aspects of bodily 
autonomy and intercorporeality to inform shared and individual decision-making practices. The 
criticality of body work choices for women then speaks to broader issues of reproductive justice. 
While reproductive justice has most often been discussed in relation to women’s rights to access 
reproductive technologies, birth control, and abortion, my work highlights the significance of 
comprehending reproductive justice as encompassing women’s experiences of pregnancy, birth, and 
breastfeeding. Further work in this area has the potential to better link women’s enactment of 
sometimes radical body practices with understandings of the sociocultural situatedness of those 
body practices across the life course. It also resituates thinking about the maternal body as one not 
necessarily subjugated, but rather one that is consciously enacting unconventional body work to 
reconceptualise itself.   
While largely outside the scope of my thesis, the ideas discussed by Lupton (2014) around the use 
of digital health technologies also suggests a possible future research focus with specific attention to 
breastfeeding/lactating bodies. In particular, it raises potential questions relating to how women use 
feedback from digital health technologies to monitor their breastfeeding bodies, and the bodies of 
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their babies. Similarly, there is potential for a greater understanding of what women do with the 
information they discuss in and glean from peer support groups around pregnancy, breastfeeding, 
supply line use, milk sharing, and so forth. There is a discernible tension here already, in terms of 
the ways in which women might connect but also then take lines of flight and disconnect from 
devices and data as these are used within large health institutions such as hospitals, community 
health facilities, and similar. The use of digital health technologies does not occur on a linear, 
predictable trajectory, and this unpredictability points to interesting foci for future research.  
Such research may also help to address several questions; namely: Who are digital health 
technologies for, really? Do they affirm medical professionals’ view of themselves as expert 
overseers? Or are they providing individuals with tools to circumvent healthcare settings in some 
cases? As in the cases of women enacting body practices at the intersection of breastfeeding, milk 
insufficiency, and milk sharing, there is a possibility that digital health technologies provide for 
both of these at once.  
In these ways, there is potential that future research may help to provide a greater sense of the flows 
of material and bodies and meaning that accompany women’s experiences of not only 
breastfeeding, but also pregnancy, birth, and the post-partum period within the broader sociocultural 
context.  
 
Conclusion: Why bodies matter  
Bodies are matter, and bodies matter: they are both thought about, and are being used to think with 
through the enactment of body practices that manifest a sociocultural and socio-political positioning 
relative to predominant modes of thinking about female bodies. Desire, in this context, both 
conjoins and breaks apart, creating affect visible through body practices. In this social domain of 
conjoining-and-breaking-apart, flows of milk are fragmented, and bodies disarticulate, 
deterritorialise, and reterritorialise. This constant movement involves incorporation and also 
avoidance of a range of bodies and body parts, but all the while bodies are moving in relation to a 
borderline. Some bodies approach or cross the borderline – these are the anomalous, the outliers, 
pushing at the ragged edge of the social domain while also integrating incongruities on the path to 
becoming-(breastfeeding-)woman. While these are nomadic bodies (not state bodies), they 
nonetheless continue to reference the state in their fragmenting and reassembling of maternal bodies 
and meanings and identity. Theirs is not a total destratification, but rather a partial, considered 
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destratification in which ostensible failures, missteps, and contradictions form a part of women’s 
reassembling.  
Together, these bodies reflect, and also inform application of a post-constructionist, cyborg-like, 
misfitting, contextual, normative-and-also-non-normative body of understandings. Through the 
embracing of multiplicity, these women get at resistance to dominant conceptualisations of 
maternal, milk-producing bodies. This resistance is enacted through women’s use of bodies and 
body practices, through their reconnection of material (milk) flows and reassembled sufficiency: 
through what the body can do.  
If we are to take seriously – and apply seriously – the kind of post-constructionism posited by Lam, 
and heralded by much of Haraway’s work, and discussed by Grosz, and informed by specific 
readings of Deleuzo-Guattarian work, then we need to embrace the body as not just something to 
think about but also as something to think with and enact sometimes radical practices with. I talk 
here of the body as both biology and as social meaning – inscribed, reflective of society and also 
reflecting, but also deflecting, performed, challenged and challenging, resistant and resisting.  
Women’s body practices speak for themselves, and speak also to the conceptual/theoretical 
potential of my research.  As seen in the preceding chapter, the Deleuzo-Guattarian concept 
of “becoming-(breastfeeding)-woman" works as a means of tying these analytical strands together, 
and of viewing the data through a lens that addresses the questions of how, why, and to what end(s) 
women enact body practices at the intersection of breastfeeding, milk insufficiency, and milk 
sharing.  
Grosz’s (1994, p.13) description of bodies as possessing the simultaneous ability to both strive for 
“integration and cohesion” while also providing for and producing “fragmentation…and 
dislocations” is exemplified in the creative corporeality enacted by these women. In particular, their 
bodily extension through use of the supply line produces fragmentation, interpolation, and 
reorientation “of bodies and body parts towards other bodies and body parts”, alongside more 
conventional body work. Ultimately, cyborg-like bodies parallel cyborg-like sociocultural 
groupings, fragmented and differentiated in unpredictable ways. Bodies at this intersection are 
moving towards and sometimes across a kind of borderline; they are the anomalous on the way to 
becoming breastfeeding woman. This is, as Steph makes clear, “how I am supposed to be a mum”.  
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CHAPTER 10 
Making a rhizome: my research, a conclusion, and a line of flight 
 
Research-as-rhizome  
In presenting my research in this thesis, I have sought to create a rhizome with and out of my body 
of work. A rhizomatic approach has been pragmatically and conceptually useful, allowing me to 
communicate a clear understanding of how I have situated my research question, what 
methodological approach I have taken, and which kinds of theoretical and conceptual frames I have 
employed. It has also enabled my engagement with the main thematic strands that have emerged – 
in that rhizome-like fashion – and have been woven back into my work. In the preceding chapter, I 
explored why bodies matter, and in particular the female, maternal, lactating bodies I have focused 
on, and the practices enacted by and with and between them. Now, in this concluding chapter I 
move from an end to a beginning, taking a line of flight towards other bodies and body practices.   
As noted in Chapter 1, it struck me during ongoing review of the available research that there is 
plentiful literature and analysis focused on women’s bodies and the medical, moral, legal and other 
forms of scrutiny to which they are subject. The literature also pays much attention to women’s 
experiences of pregnancy and birth, to the ways women experience breastfeeding, and to why 
women often cease breastfeeding long before they consider themselves ready to do so. Many 
authors note that, in the majority of cases, women give ‘insufficient milk’ as their reason for early 
cessation. In all of that, however, there is little written about women who experience ongoing milk 
insufficiency – not enough milk to exclusively nourish their infants – and who continue to 
breastfeed alongside this insufficiency. There was also little in the literature which focused on how 
the act of sharing breastmilk, through which women connect with other women to source donated 
breastmilk for their babies, is implicated in and related to this experience of milk insufficiency. 
Thus, in entering the rhizome, I situated my research within the broader context of work on bodies, 
breasts, and breastfeeding, and articulated the personal and academic intersubjectivities that 
underpinned my initial interest in those female, maternal, lactating bodies. 
The result of my situatedness and the scope of available literature has been my PhD research, 
focused on the question of: How do women experience and enact body practices at the intersection 
of breastfeeding, ongoing milk insufficiency, and milk sharing?  
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As a means to address this question, I conducted in-depth, barely structured face-to-face interviews 
with 13 women, including 11 in Australia and two from the US, the latter via webchat sessions. I 
also undertook observations in social settings including those one-to-one conversations, as well as 
in small group get-togethers. An iterative approach to data collection and analysis entailed my 
immersion in the ocean of collected transcripts, and a process of identifying and working with 
thematic strands as they emerged.  
A centrally important aspect of my work has been engagement with the conceptual frames of 
Deleuze and Guattari, and in particular their interrogation of the question: “what can bodies do?”. 
My comprehension of women’s complex, creative (inter)corporeality has therefore been 
underpinned by appreciation of the body-as-rhizome, capable of expanding, fragmenting 
connectedness. As such, I have focused on how bodies form and disarticulate and create complex 
assemblages, how they are deterritorialised and reterritorialised, and how a body moves towards or 
away from the borderline of a social domain.  
I have also considered the suite of ideas offered by corporeal feminism in comprehending this 
intersection. This theoretical approach recognises the complex physicality and biology and body 
practices enacted by women, and how these are infused with and also create social meaning. In 
addition, Lam’s recent writing on post-constructionist feminism, foreshadowed by Haraway’s work, 
have helped me to clarify my thinking around women’s body practices especially as they are 
enacted at a creative, cyborg-like nexus of biology and meaning-making.  
As an entry point to this rhizome, I focused reader attention on Grosz’s statement from her work on 
corporeal feminism, Volatile Bodies (Grosz, 1994, p. 13). There she talks about the idea that:  
human bodies have the wonderful ability, while striving for integration and cohesion, 
organic and psychic wholeness, to also provide for and indeed produce fragmentation, 
fracturings, dislocations that orient bodies and body parts toward other bodies and body 
parts. 
This rhizomatic imagery has provided a conceptual anchor for my discussion of women’s bodies 
and body practices, fragmented and reconnected through a series of chapters focused on several 
thematic strands that emerged throughout analysis. These strands have formed the basis of my 
thesis, moving the work toward consideration of why bodies matter. The following revisits these 
strands, giving an overview of the rhizome.   
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Expectations and beginnings 
In Chapter 3, I began my analysis at beginnings – and in particular, women’s move from prenatal 
body work and expectations around breastfeeding to post-partum understandings and a shift towards 
unconventional intercorporeality. Pregnancy and birth mark a beginning, characterised by 
expectations that are articulated through a range of pre-natal body practices. The women I spoke 
with and observed as part of this research described their preparation for pregnancy, labour and 
birth, and their expectations around these as well as around breastfeeding: 
Sophie talked about “buying all the creams”, buying a pump, knowing that it was “going to be a lot 
of work” – “I knew it was going to be painful. I didn’t go into it ignorant.”  
Steph emphasised that she’d always imagined she’d breastfeed – “because that’s how you feed your 
baby”. She “totally trusted” her body.  
Women’s emerging realisation of insufficient milk catalyses a shift from pre-natal to post-natal 
body work, and from conventional to less-conventional intercorporeality. This tumultuous process, 
and subsequent practices-between-bodies, reflects Schmied and others’ work on the contradictions 
and inconsistencies at play in the early days of breastfeeding and mothering (e.g. Schmied & 
Barclay, 1999; Schmied & Lupton, 2010).  
Desire also comes into play here. In a Deleuzo-Guattarian sense, desire “makes assemblages 
coalesce together”, acting “not just [as] a stabilising but also a destabilising force that takes an 
assemblage apart” (Muller & Schurr, 2016, p. 8). Women’s desires around their bodies, and around 
continuing breastfeeding, are clearly articulated here. As became evident through further attention 
to the research data, desires – particularly in the face of insufficient milk – act on assemblages, 
causing them to coalesce. Those desires also act to destabilise and take apart assemblages, working 
on and breaking apart social norms and medical orthodoxies and directives, for example, while 
women continue body work in response to and alongside insufficiency. Bodies and body practices 
thus comprise what Massumi (2002, p. 20) refers to as a “realm of potential”, and a countering of a 
kind of bodily failure for which women, in their words, were “completely unprepared”.  
 
Incorporation and avoidance 
Women move from these expectations, beginnings, and formative desires, into a post-natal 
corporeality characterised by movement into and out of acceptable spaces and body work. In this 
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context, milk is a primary focus, including its use, its sharing, its lack, and its movement, and its 
carriage of meaning. As well, women’s understandings and assessments of risk, danger, and 
acceptability of body practices in relation to milk and infant feeding are also important. There is a 
conscious avoidance of certain bodies such as bottles or formula, and a conscious incorporation of 
others such as donated human milk and at-breast supplementing devices.  
Sophie enacted a system of donor milk acquisition, for example, that enabled her to avoid formula 
almost entirely. She was “horrified at giving [her] 2 week old formula and was determined to do 
anything other than to give [her] formula”. At the same time as sourcing litres upon litres of donor 
milk, however, she incorporated bottles in full replacement of at-breast feeding.  
Michelle, while using formula, focused her body avoidance on bottles, instead using an at-breast 
supplementer full-time because “no way was she putting a bottle in her baby’s mouth”.  
Steph talked of the “good, solid, [religious faith] milk”28 that she had sourced from women in her 
community. She trusted this milk implicitly, seeing no distinction between it and her own milk.  
In Deleuzo-Guattarian terms, milk flows between the desiring-machines of mother and infant. 
Beyond this dyad, my research sheds light on how the maternal milk-producing body and the milk-
receiving infant body undergo a deterritorialisation and a reterritorialisation, mediated by the flow 
of other women’s breastmilk, and of various milk-carrying vessels. The fragmentation of the body 
precipitated by an insufficiency of milk results in an interruption, but then a reconnected flow. As 
Deleuze and Guattari assert:  
[T]here is always a flow-producing machine, and another machine connected to it that 
interrupts or draws off part of this flow (the breast—the mouth)… Every “object” 
presupposes the continuity of a flow; every flow, the fragmentation of the object (1983, pp. 
1-3, 5, emphasis mine).   
Women’s emerging responses to bodily insufficiency involve wide-ranging and complex body work 
in this domain, and movement into and out of what they deem acceptable spaces, towards and away 
from different bodies. This requires recognition of women’s positionings and repositionings within 
a social domain, the operation of bodies-as-desiring-machines, and the flows – continuous and 
interrupted – that this entails.  
                                                     
28 Refer to previous footnote (16) and discussion elsewhere regarding Steph’s mention of her religious faith 
and its repercussions for her milk sharing practices; and regarding reasons for my omitting specific detail of 
the faith.    
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Fragmentation and complex assemblages 
Women’s body practices in response to and in spite of insufficiency result in fragmentations, and an 
orientation towards other bodies and body parts. The initial bewilderment women felt when faced 
with insufficiency gave way for a rethinking of and with bodies, entailing a range of body work, 
complex assemblages, and a proliferation of connections and fragmentations between bodies and 
flows.  
Sarah described a spectrum of body work entailing supplements and medication and pumping, 
feeding constantly, trying – in her words – “every culture’s remedy” (including snot-like rice).  
Eliza’s intercorporeality involved family members sourcing and collecting and transporting milk, 
preparing supplemental feeds and washing pump parts and other paraphernalia, and connecting her 
with medical support.  
These intermingling bodies are creatively corporeal, referencing Deleuze and Guattari, as well as 
Grosz, Bartlett and Haraway. They are good to think with, good to work with, and as desiring-
machines proliferate a series of connections, disarticulations, and reterriorialisation at the ragged 
edge of the social domain.  The multiple fragmentations of bodies and (milk) flows are 
unpredictable, but carry potential and purpose. Women in this domain are confronting and 
challenging preconceived notions of what their maternal, lactating bodies can do.  
 
Creative corporeality and body extension 
These fragmentations and complex assemblages are further implicated in body practices that 
directly challenge the existing physical limits and limitations of these women’s bodies, and of the 
maternal body more broadly. Women enact body practices in ways that deterritorialise and 
reterritorialise: They take lines of flight and cross thresholds between bodies, into previously-
unacceptable space. In particular, some of the women involved in my research used devices such as 
at-breast supplementers, a kind of prosthesis that delivers supplemental milk through a fine silicone 
tube positioned at the breast while the infant is feeding. Many of these women do this in 
combination with the use of other women’s breastmilk, in ways that distil and redefine the 
meanings that flow onto and through that milk.  
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Krista talked about not coping with the mechanics and emotions associated with bottle and formula 
feeding her first child. She described the at-breast supplementer as her “third boob”, giving her “as 
normal a breastfeeding relationship as I’m going to get”. 
Annie, who was unable to use donor milk but did use an at-breast supplementer long term, spoke of 
the connectedness of at-breast feeding, emphasising several times that “the milk is secondary to the 
relationship”.  
This is creative, cyborg, radical corporeality. It evokes Haraway’s imagining of a new material 
feminism, and in particular a cyborg assemblage that is characterised by “transgressed boundaries, 
potent fusions, and dangerous possibilities” (Haraway, 1987, p. 154). This is a pushing of physical 
and conceptual boundaries, and a challenge to the normative limits of bodies deemed insufficient, 
failing, risky, dangerous.  
 
Becoming-(breastfeeding-)woman 
From cyborg corporeality I have analysed bodies in their move to becoming-woman, or in this case, 
becoming-(breastfeeding-)woman. This Deleuzo-Guattarian shift has involved my emerging 
comprehension of what Grosz terms a “labyrinthine process” of disarticulation and reconnection, 
contradictions and missteps. As well, it represents a kind of analytical pivot point, drawing together 
the empirical strands of my work.  
When faced with family, friends and medical professionals telling her she had done enough, that 
she could stop trying, that she had permission to disengage from these body practices, Steph was 
adamant: “I can’t not do this, I am her mum, I’m supposed to be able to breastfeed her, this is how I 
am supposed to be a mum”.  
Other women spoke of realising, in retrospect, that they were intentionally misreading bodies – their 
own, and their babies’ – to counter the possibility of insufficiency. Michelle, for example, said: “I 
wanted it to work, I wanted to be able to breastfeed, so I almost negotiated with myself that 
everything was okay.” 
Women’s body practices thus simultaneously incorporate incongruities, embrace orthodoxy, and 
also enact resistance to normative conceptualisations of the failing milk-producing body. The 
concept of becoming- here speaks to unsettling, decentring body practices that incorporate these 
kinds of incongruities. It is a “way of dismantling” and of calling into question the “coagulations, 
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rigidifications, and impositions required by [dominant]…power relations” (Grosz, 1994, p. 176). 
These bodies are moving towards and sometimes across a kind of borderline, and as such they are in 
Deleuzo-Guattarian terms the anomalous. These are the outliers, those who move, push against and 
may potentially redefine those already-ragged edges of the social domain, disarticulating and 
reterritorialising along the fragmented, non-normative path to becoming-(breastfeeding-)woman.  
And so, these women carry on, enacting body practices, approaching becoming-, while acutely 
aware of their corporeal positioning relative to the norms of the broader sociocultural domain. 
Sophie felt and recognised her own marginality: “I know people think – I know people think I have 
lost my shit.”  
 
The matter of bodies: why bodies matter 
Finally, to the question of why bodies – why these bodies – matter, and a consideration of the 
expanding, recombinatorial rhizome.  
Bodies are corporeal, and as discussed throughout my thesis, they are creatively so. This creative 
corporeality, particularly as it is enacted in response to insufficient milk in the context of 
breastfeeding, entails a consideration of what the body can do through a focus on the expansion and 
movement of the body and body parts towards other bodies and body parts. This creative 
corporality implicates the reterritorialisation of the milk-producing body through engagement with 
milk donors and the use of other women’s milk. It involves the use of prostheses (physical and 
social), and the fragmentation and reassemblage of maternal bodies and identities formed out of 
these body practices. These body practices involved in the continuation of breastfeeding in 
circumstances of ongoing milk insufficiency are also radical, departing explicitly from normative 
body practices and the conventional corporeality of mother-child breastfeeding. At the same time 
body practices can be radicalising, prompting women to reflect on and engage in additionally 
radical body practices such as milk sharing and supply line use in response to their insufficiency. 
Through the multiplicity of bodies and body practices enacted by them, women get at forms of 
resistance to dominant conceptualisations about female, maternal, breastfeeding bodies.  
My analysis and discussion of the data speak to the potential for extrapolation, and the broader 
applicability of my research findings. The small participant sample has been conducive to an in-
depth, iterative analytical approach. Throughout the analysis phase, significant juxtapositions, 
selective readings and contradictions were evident in women’s body practices, and their experience 
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and explanation of these. Owing to the small sample size, I was able to more fully consider these 
body practices through a lens comprised of Deleuzo-Guattarian and corporeal feminist ideas, and 
concepts drawn from post-constructionism and Haraway’s work. This conceptual and theoretical 
work then informed shifts in focus and the identification of additional analytical themes. Overall, 
my discussion of the data highlights the potential of extrapolating these circumscribed experiences 
and practices. The experiences and practices identified speak to issues around informed choice and 
the nature of bodies and risk, and the interrelationship of maternal subjectivities, moralities, body 
work and bodily autonomy within the frame created by dominant knowledges. As such, the lines of 
flight taken by these bodies point to future research possibilities, as discussed in the previous 
chapter.  
In particular, the practical implications of the research are manifold and are explicitly referenced by 
several of the women, particularly when they say “I didn’t want permission to give up”. Current 
research clearly demonstrates that there is a need for more accurate breastfeeding information and 
support, particularly from health professionals closely involved in the care of mothers and babies in 
the immediate post-partum period.  
In a conceptual and theoretical space, this work also has several significant implications. Namely, it 
moves discussion away from a “danger and risk” discourse to one which focuses on “empowered 
body work”. This is an alternative frame in which women and their bodies are speaking for 
themselves, resisting ideas of the dangerous, unpredictable and risky female body and the way in 
which it and its products must be tightly controlled and monitored.  
Aligned with Bartlett and Grosz’s discussions of corporeal feminism, and referencing Lam and 
Haraway’s work, my research therefore emphasises the potential for women’s body practices to 
knowingly challenge discursive authority, unsettle moral certainties, and subvert dominant 
biomedical perceptions of bodies and their functions. I have highlighted the unpredictability and 
potential of this social domain through attention to the microprocesses, intensities and flows present 
here. To this end, I have reflected and extended on the analytical power of a Deleuzo-Guattarian 
frame, returning us once again and for the final time to Grosz’s (1994, p. 13) assertion that: 
[H]uman bodies have the wonderful ability, while striving for integration and cohesion, 
organic and psychic wholeness, to also provide for and indeed produce fragmentation, 
fracturings, dislocations that orient bodies and body parts toward other bodies and body 
parts. 
186 
 
As Deleuze and Guattari would term it, these are full Bodies without Organs, able to establish lines 
of flight, fragmentation, connections, and complex assemblages of content and expression. 
Women’s bodies, the sociocultural domain in which they enact diverse body practices, and my own 
research are all, therefore, realms of potential.  
 
Taking flight 
My research has captured and proliferated connections: the connection of the virtual with the actual, 
and of desire with affect. I have conceptualised women’s bodies and body practices as a realm of 
potential, with future connections and implications not yet fully considered. The end therefore also 
marks a kind of beginning, a point of deterritorialisation that reflects the potent unpredictability of 
female, lactating bodies as creative desiring-machines connecting and interrupting milk flows.  
To conclude, I want to take a line of flight myself. It is a move that links these women’s bodies, and 
my own research, to the core idea of the expanding rhizome. Both my own body of work, and the 
body work enacted by these women, therefore ultimately enact power in ways that exemplify 
Deleuze and Guattari’s (1987, pp. 292-293) injunction to:  
 
Make a rhizome.  
But you don’t know what you can’t make a rhizome with,  
you don’t know which subterranean stem is effectively going to make a rhizome,  
or enter a becoming, people your desert.  
So experiment. 
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